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The Histopathology of Adenomatous 
Polyps of the Colon and Rectum 


Mavrice Lev, M.D. 
MIAMI BEACH 


The pathologic diagnosis and treatment of 
adenomatous polyps of the large intestine have 
been subjects of controversy for the past 60 years. 
The purpose of this communication is to discuss 
the problem from the standpoint of the patholo- 
gist. 

The pathologist’s problem concerns itself with 
the answer to the following questions: (1) What 
constitutes malignancy in adenomatous polyps of 
the large intestine? (2) Do adenomatous polyps 
have a tendency to become malignant? (3) What 
is the biology of carcinomatous polyps of the 
large intestine? The treatment largely depends 
upon the answer to these questions. 


Criteria for Malignancy 

Not all pathologists agree as to what consti- 
tutes malignancy in adenomatous polyps of the 
large intestine. David! thought that the only 
criterion was invasion. Swinton and Warren? 
and Helwig*® were of the opinion that two of the 
following three criteria had to be present for 
malignancy: (1) anaplasia, which includes dif- 
ference in size, shape and staining quality of cells 
and their nuclei, hyperchromatism of nuclei with 
typical and atypical mitotic figures, and increased 
nucleus/cell and nucleolus/nucleus ratios, (2) ir- 
regularity of architecture, which includes exten- 
sive stratification of cells, intraglandular budding, 
and great variation in polarity of nuclei, and (3) 
invasion. The reason for the difference of opin- 
ion is that a group of polyps exists in which the 
glandular formations have some but not all of the 
we yy ~ laine 


Read before the Florida Proctologic Society, Sixth Annual 
Meeting, Hollywood, April 26, 1953. 


attributes of malignancy, or they have all of the 
attributes to a slight degree. 

In our laboratory, we follow the general prin- 
ciples outlined by Bacon, Laurens and Peale. We 
divide these polyps into: (1) adenomatous polyps 
with no atypism, (2) adenomatous polyps with 
atypism, and (3) adenocarcinoma developed in 
an adenomatous polyp. In group 1, the adenoma- 
tous structures are straight with little branching. 
The component cells show no difference in size 
or shape. Both they and their nuclei are regularly 
oriented with respect to the lumen. There is no 
stratification of cells nor mitotic figures (fig. 1). 
In group 2, the cells show some degree of atypism. 
That is, the glands are somewhat tortuous with or 
without papillary projections. The component 
cells show a slight degree of altered polarity, and 
there may be pseudostratification. The nuclei are 
somewhat hyperchromatic, and mitotic figures 
may be in evidence. The degree of change is in- 
sufficient, either from the standpoint of quality 
or quantity of attributes, to be designated frank 
anaplasia (fig. 2). The tumors in this group are 
also considered to be benign. In the third group, 
frank anaplasia is present. There may or may not 
be disruption of the basement membrane or in- 
vasion of the stalk or base (figs. 3 and 4). 

Tendency of Adenomatous Polyps to Become 
Malignant 

There is no question that carcinomas may de- 
velop in certain adenomatous polyps. The ques- 
tion is — does this mean that there is a transfor- 
mation of benignity into malignancy, and that 
the polyp predisposes to carcinoma? Or is the 
development of carcinoma a coincidence? Or has 
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been brought to bear in favor of the potential 


the malignant polyp been malignant from the be- 
malignancy of adenomatous polyps.* On the other 


ginning? Statistical evidence is conflicting in this 


respect. The fact that the sigmoid colon is the hand, many carcinomas develop in a bowel with- 
out polyps, and only about 7 per cent of benign 
polyps may eventually show malignancy.* The 


most common site of adenoma, of adenocarcinoma 
developing in an adenoma, and of carcinoma has 
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Fig. 2.—Adenomatous polyp with atypism. Hematoxylin-eosin stain. (a) X96 (b) X300 
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universal development of carcinoma in multiple 
polyposis of the colon has been presented as evi- 
dence of malignant predisposition of adenomatous 
polyps.> On the other hand, this is a relatively 
rare heredity condition, and not necessarily 
related to the usual polyps of the colon.6 Thus 
the question of predisposition towards malignancy 
of adenomatous polyps cannot be answered today. 





Fig. 3.— Adenocarcinoma developed in adenomatous 
polyp. This polyp has been cut in a manner described in 


figure 5. Hematoxylin-eosin stain X6.4. 


The Biology of Carcinomatous Polyps 

Studies have shown that carcinomatous polyps 
are of relatively low grade malignancy.®-* Thus 
adenomatous polyps with early carcinoma have 
been successfully treated by excision of the tumor 
with the surrounding mucosa. They are therefore 
not to be regarded in the same category as car- 
‘inoma of the large bowel not developed in a 
polyp. 


Method of Patholegic Examination of 
Adenomatous Polyps 


All polyps of the rectum and colon accessible 
to removal should be removed. It is impossible to 
ell from the size, shape or general appearance 
whether the polyp is malignant or not. Ulceration 
ind villous formation in polyps favor a malignant 
iature. The polyp should be removed with the 
vase wherever possible, without producing electro- 
oagulative changes in the specimen. 
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In our laboratory, we proceed in the following 
manner (fig. 5). The entire specimen is fixed in 
formalin for 24 hours. We then cut the stalk and 
its attached portion of mucosa and polyp away 
from the outer parts of the polyp. The latter are 
then cut into the approximately same thickness 
as this middle portion. All of these are then 
placed in one block, and serial sections are cut. 





Fig. 4.— Adenocarcinoma developed in an adenoma- 


tous polyp. Hematoxyln-eosin stain. (a) View of tip 
of polyp showing junction of benign and malignant tissue 
X96. (b) View of adjacent stalk showing. malignant 
glandular formations X96. (c) Higher power of part of 
(b) showing malignant cells X300. 
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Fig. 5.— Method of sectioning polyp described in text. 
A and C, sides of polyps. B, part of polyp with stalk. 
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Every fortieth section is mounted, stained and 
studied. 

This simple technic makes possible the local- 
ization of malignant tissue in the tip, on the 
edges, or in the base. By this method, we believe 
that we are better able to tell the surgeon: (1) 
whether there is carcinoma, and (2) how far the 
carcinoma has progressed. 
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Cardiac Defibrillation 


Joun T. Stace, M.D. 
JACKSONVILLE 


The purpose of this paper is to present 4 cases 
of ventricular fibrillation and their management. 
The problem of cardiac arrest has recently re- 
ceived close scrutiny by the medical profession as 
illustrated by the number of articles on this topic 
for the past five years. The physicians who have 
faced the problem of cardiac arrest in the patient 
on the operating table have realized that ven- 
tricular fibrillation can occur before arrest, or 
during that period when arrest is being converted 
to a normal rhythm. 

In the city of Jacksonville, in the first 8 
months of 1953, there were 4 cases of ventricular 
fibrillation and 7 cases of cardiac arrest. In 2 
cases of this series the patient was not in a hos- 
pital. The remaining 9 cases were divided among 
three hospitals. For those physicians who attempt 


Read before the Florida Society of Anesthesiologists, Mid- 
year Meeting, Daytona Beach, Sept. 12, 1953. 


to explain cardiac arrest or ventricular fibrillation 
solely on the basis of the multiplicity of drugs 
used for producing anesthesia, it is noteworthy 
that 1 patient had had no anesthetic; 1 had re- 
ceived less than 10 cc. of Pentothal Sodium in 
2.5 per cent solution; 5 were receiving ether; 
1 had received rectal Avertin followed by cyclo- 
propane and ether; and 1 had had cyclopropane 
induction followed by two hours of anesthesia 
under ether. 

It cannot be denied that the physician prac- 
ticing anesthesiology these days will use a series 
of drugs to produce ideal operating conditions for 
the surgeon. The only way to escape this use of a 
series of drugs is to return to straight ether 
anesthesia or, as an example, use spinal anesthesia 
in all operations below the diaphragm. Neither 
suggestion is plausible, as it is almost impossible 
to produce an ideal anesthetic situation under 
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ether and many patients and some surgeons object 
to the use of spinal anesthesia. It is my belief 
that when a close examination is made, in the 
majority of cases which end in fibrillation or 
arrest, the one constant factor appears to be 
anoxia, although this cannot explain all cases. 
It seems unfair to condemn an anesthetic agent 
when the possibility of hypoxia and hypercarbia 
cannot be ruled out in many of these cases. 
Ventricular fibrillation resembles cardiac ar- 
rest in that the patient’s pupils are widely dilated, 
respiration has ceased or is gasping, there is no 
blood pressure or pulse, and the blood stream is 
dark in color. When the chest is opened, the 
arrested heart is flaccid and still, while the fibril- 
lating heart may vary from an inefficient writh- 
ing pump to a heart resembling arrest with but 
small intermittent twitches signaling the diffi- 
culty. For those who are attempting cardiac 
resuscitation, it is most important to differentiate 
the two. Their treatment is entirely different, 
and confusion may prove fatal to the patient. 


Management of Ventricular Fibrillation 


At present, the treatment for fibrillation is de- 
fibrillation by the use of electrical current.! There 
are several good defibrillators now on the market 
at prices ranging from $100 to $200. Some 
authors have suggested the use of homemade, in- 
expensive units. Realizing the average physician’s 
lack of knowledge in the field of electricity, one 
would do well to keep in mind that if a defibrilla- 
tor may appear to be expensive, the price tag is 
moderate indeed for a patient’s life and/or the 
life of the one who is attempting to resuscitate a 
fibrillating heart. The principle of the defibrilla- 
tor is simple. House current is modified by the 
defibrillator so that it passes a current through the 
heart muscle at 1 to 1.5 amperes, and a varying 
voltage. The time element may range from .1 sec- 
ond to one second. The current may be modified 
on some defibrillators from 35 to 135 volts. When 
one begins to modify the voltage to less than 110, 
there is a possibility that one may approach a 
fibrillating dose. 

The ideal time period is not known, but it is 
suggested as between .1 to .5 second. The periods 
beyond one second intervals may damage the 
heart muscle. When cardiac arrest or ventricular 
fibrillation is suspected, the chest is opened imme- 
diately. If cardiac arrest is discovered, it is 
treated by massage, artificial respiration by 


use of the anesthesia machine, procaine hydro- 
chloride, calcium chloride, and epinephrine hydro- 
chloride. During the resuscitation, fibrillation 
may develop, or the heart may be in fibrillation 
when the chest is open. When fibrillation is rec- 
ognized, cardiac massage should be instituted in 
an attempt to get fresh blood to the myocardium. 
In none of the cases of fibrillation to be de- 
scribed was it thought that massage helped pink 
up the typical dusky myocardium, although other 
writers state this change is possible. When 
massage has either produced a more healthy color 
of the myocardium, or increased the tone of the 
muscle, or a fruitless attempt has been made for 
several seconds, the heart is then ready for de- 
fibrillation. The current is turned on. A signal 
light or buzzer will be found on all defibrillators 
signifying the current is passing through the ma- 
chine. The timer is set for the desired interval, 
if the machine has a timer. The voltage meter is 
set for 110 volts. The saline-soaked electrodes 
are touched, and éither the finger or foot control 
is pressed. The ammeter will signify a satisfac- 
tory flow of current, and on models without an 
ammeter an impulse and an intensity bulb will 
signify satisfactory flow. These preliminary 
checks can be made by surgical personnel while 
the chest is being opened and the massage begun. 

When the defibrillator has been checked, the 
saline-soaked sterile electrodes are placed on the 
heart. It should be remembered that the contact 
surface of the electrodes should touch the heart. 
It is possible to get the electrode surfaces re- 
versed, and no contact is made. The electrodes 
are placed opposite each other on the sides of the 
heart. They must be held firmly against the 
heart. All personnel leave the table, so that the 
danger of shock is minimized. The person hold- 
ing the electrodes should have intact rubber 
gloves, although the handles of the electrodes are 
supposedly shock-proof. The foot switch or 
hand button is pressed. The current passes 
through the fibrillating heart. The body will 
jerk convulsively, and the patient may gasp, evi- 
dently from stimulation to the diaphragm. If 
the heart stops fibrillating, the surgical team then 
faces an arrested heart and is confronted with the 
task of resuscitating it by massage and supple- 
mentary drugs. If fibrillation does not cease, the 
heart should be massaged again, the electrodes 
reapplied, and the heart given a series of shocks, 
five to 10 of .1 second duration at 1 second in- 
tervals, as suggested by Wiggers.? 
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There are modifications to this plan of attack. 
I have applied to the heart 10 cc. of a 1 per cent 
solution of procaine hydrochloride and have in- 
jected 10 cc. of a 1 per cent solution of this drug 
into the left ventricle before applying the elec- 
trodes. The defibrillator may have suction cups on 
the electrodes. Once the electrodes are in place, the 
defibrillator will produce negative pressure on 
these cups holding the electrodes in place. The 
heart then can be massaged by pressure on the 
electrode handles. The cases of cardiac arrest are 
included in this series only to show both the in- 
cidence of the accident and the possibility that 
fibrillation may have occurred before the arrest 
took place. 


Report of Cases 


Case 1.— A white man in his early twenties was swim- 
ming in a pool. An observer saw him sink and recovered 
him less than 10 seconds after he disappeared from view. 
His rescuer stated that the patient was making convulsive 
motions when he reached the surface. Artificial respiration 
was instituted by the use of a to-and-fro respirator. It 
was apparent to those attempting the resuscitation that 
respiratory exchange was inadequate, and on the advice of 
a physician, the patient was taken by ambulance to a 
hospital. The transfer took less than five minutes. No 
record of pulse or blood pressure was made during this 
interval. 

When the patient reached the hospital, no pulse was 
present. The chest was opened, and the heart was found 
in fibrillation. The heart was massaged. Procaine hydro- 
chloride, 10 cc. of a 1 per cent solution, was injected into 
the left ventricle, and the heart was massaged again. In 
two minutes the fibrillation stopped. After beating several 
times, the heart returned to a state of fibrillation. It was 
realized that defibrillation was necessary and, as there was 
no defibrillator in the hospital, rather desperate measures 
were used to return the heart to a normal pace. A 
diathermy machine was used as an emergency defibrillator. 
The electrodes of this machine were placed on the heart 
with no attempt being made at sterile technic. The 
physician in charge of the case stated that the dosage 
was uncertain, although he estimated that between 30 
and 40 volts were delivered to the heart. This proved in- 
effective, and then massage was reinstituted. 

The nearest defibrillator was brought, the trip requir- 
ing 45 minutes. The heart was still fibrillating when the 
machine arrived. Single stimuli were applied to the heart, 
three to four times, and normal rhythm was resumed. 
Once this was established, the heart quickly returned to 
a state of fibrillation. The shocks were repeated, but it 
was apparent that the heart could not return to a normal 
rhythm. It was then decided to use serial shock, which 
caused the heart to revert to a normal rhythm. The 
heart retained this rhythm while the chest was being 
closed. The defibrillation time was approximately 15 
to 20 minutes before normal rhythm was restored. Norep- 
inephrine was used to restore the blood pressure to nor- 
mal, and despite the use of this drug, transfusions of 
blood and plasma, and intravenous digitoxin, the course 
was steadily down hill, and the patient died within four 
hours in profound shock. 

The history was noncontributory. He had _ never 
been ill. One week prior to the accident, he had com- 
plained of “blackouts” while engaged in sports. He was 
a trained swimmer. It was believed that there was a pos- 
sibility that a cerebral accident might have occurred 
despite his youth. A postmortem examination was not 
granted. 


VotumeE XL 
NuMBER 11 


Case 2.—A white boy, aged 3% years, was under 
insufflation ether for a mastoidectomy. Details in this 
case are missing, but difficulty was experienced by the 
nurse in keeping an open airway because of excess forma- 
tion of mucus. Forty-five minutes following induction 
of anesthesia, the pulse disappeared. A diagnosis of 
cardiac arrest was made. The chest was opened within 
an estimated five minute period following the diagnosis. 
The heart was in arrest, and massage was begun. The 
patient was intubated. The heart responded by fibrillation. 
Calcium chloride, procaine hydrochloride, and epineph- 
rine hydrochloride were applied to the heart, the dosage 
not being noted. The heart continued to fibrillate for 45 
minutes, during which time massage was being applied. 
By this time a defibrillator was secured, and a single 
shock of 110 volts for a .5 second interval threw the heart 
into arrest. Massage was continued for one-half hour, at 
which time the patient was declared dead. Normal cardiac 
rhythm never followed after the arrest had occurred. 


Case 3.—A white woman, aged 38, suffering from 
epilepsy and hypertension, had been followed for several 
months as an out-patient in an attempt to control thy- 
rotoxicosis. The patient was indifferent as to her own 
care and the taking of medication. She entered the hos- 
pital six weeks prior to surgical therapy and was treated 
with Propylthiouracil. This drug was increased to a dosage 
as high as 900 mg. per day. During this period the pulse 
rate decreased from 122 to 80 and the basal metabolic 
rate from 60 to 21. 


A decision then was reached to perform a thyroidec- 
tomy, although the surgical staff regarded the thyroid 
status not at an optimal basal condition. She received 
Seconal, grains 3, the night before the operation. On the 
next day she received scopolamine hydrobromide, 1/200 
grain, one and one-half hours preoperatively and Avertin 
by rectum, 100 mg. per kilogram of body weight, one- 
half hour prior to the operation. When she entered the 
operating room, it was noted that she was not completely 
asleep despite the Avertin basal narcosis, but would move 
her head on stimulation, although adequate time had been 
given to allow the drug to produce its maximum effect. 
The blood pressure was 130 systolic and 85 diastolic; the 
pulse was 82, strong and regular. During induction with 
cyclopropane she experienced no laryngeal spasms, nor 
were there periods of apnea. Ether then was introduced 
into the circuit, and the cyclopropane was discontinued. 
This period of induction required 10 minutes. 


The patient was painted and draped for thyroidec- 
tomy. When the surgeon made the skin incision, he com- 
mented that the blood was dark. The mask was re- 
moved, the pupils were dilated, and the blood pressure 
was absent. The chest was opened approximately 3C 
seconds after the skin incision in the neck had been made. 
The heart was in violent fibrillation. The airway was 
open, and intubation was not performed. The lungs ex- 
panded well when positive pressure was applied to the re- 
breathing bag on the anesthesia machine. Ten cubic 
centimeters of a 1 per cent solution of procaine hydro- 
chloride was injected into the pericardial sac, and 10 cc. 
was injected into the left ventricle. Massage was begun. 
The defibrillator was being checked, and within three 
minutes of opening the chest, the heart received its first 
defibrillating shock. The voltage started at 85 for the 
first two shocks at a time interval of .5 second. The 
voltage was then increased to 110. Between 2:09 p.m. 
and 2:30 p.m., the heart received 13 separate shocks, the 
voltage being 110 for the last 12 shocks and the time inter- 
val for the first eight .5 second, and the last five .1 sec- 
ond. Massage was continued except when the heart was 
being shocked. At 2:15 p.m., 10 cc. of a 10 per cent 
solution of calcium chloride was injected into the left 
ventricle because the surgeon thought that arrest had 
temporarily taken place. The heart responded only by 
filbrillation, and 10 cc. of a 1 per cent solution of procaine 
hydrochloride was injected into the pericardial sac. Final- 
ly, in desperation, the aorta was compressed between the 
surgeon’s fingers. The heart was massaged vigorously, and 
a series of five shocks was given at .5 second and 1 sec- 
ond intervals. The heart went into arrest and then on 
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being massaged and being given 10 cc. of a 10 per cent 
solution of calcium chloride, it responded with regular 
powerful rhythm 21 minutes after the fibrillation was dis- 
covered. The systolic blood pressure was 30, and the 
diastolic pressure was unobtainable. Four cubic centi- 
meters of a .1 per cent solution of Levophed (Levo-artere- 
nol) was added to 1,000 cc. of a 5 per cent solution of 
glucose in water, and a slow drip was started. The blood 
pressure responded dramatically, rising to a level of 150 
systolic and 80 diastolic. The patient died approximately 
four hours later in what appeared to be either recurrence 
ot cardiac arrest or fibriliation. 


Case 4.—A woman, aged 30, came to the operating 
room in shock at 10:30 p.m. with a blood pressure of 90 
systolic and 60 diastolic, a pulse rate of 160, and respi- 
rations 24. She was conscious and talking, although ap- 
prehensive. The diagnosis was ruptured ectopic pregnan- 
cy. She had received one blood transfusion prior to ar- 
rival in the operating room. At 10 p.m., she had received 
as medication 100 mg. of Demerol and 1/150 of a grain 
of atropine. The surgeon was notified of the condition 
of the patient, and it was the advice of the anesthetist 
that the operation be withheld temporarily. Because of 
the bleeding, the surgeon decided to continue. Following 
induction with a “small amount” of Pentothal Sodium 
administered by the nurse anesthetist, nitrous oxide and 
oxygen with ether were introduced into the system. The 
Pentothal Sodium was discontinued. The pulse became 
rapid, and the anesthetist stated that she was unable to 
count the rate accurately. Respiration ceased, and the 
breathing was assisted with the rebreathing bag. The 
breathing volume was re-established, and the operation 
started at 11:05 p.m. The pulse continued to be so rapid 
that the anesthetist was unable to record it, and no blood 
pressure was obtained. 

The surgeon was notified as to this condition. De- 
spite the apparent grave condition of the patient, the 
operation was continued rapidly, and a ruptured right 
fallopian tube was removed and bleeding points ligated. 
The abdomen was tense. Because of this condition % cc. 
of Flaxedil was given intravenously. This relaxed the 
abdomen, and the operation was continued. The pulse 
was not discernible by the anesthetist at any point. The 
surgeon stated that the heart was beating 40 to 50 beats 
per minute at this time. This rate was ascertained by 
palpation of the heart through the diaphragm. Evident- 
ly cardiac arrest then occurred, although it is not stated 
in the notes, because the surgeon performed a thoracotomy 
and manual massage was instituted on the heart. This 
produced fibrillation. A defibrillation machine was ap- 
plied at 12:20 and 12:21 am. A 110 volt shock at .5 
second intervals was given. Oxygen was being used con- 
tinuously by pressure on the rebreathing bag. The heart 
went into arrest, and a normal beat then was produced 
following further massage. The patient was examined by 
a member of the medical staff, who gave 4 cc. of Cedil- 
anid (total dose of .8 mg. of lanatoside C) intravenously. 
The pulse rate decreased. The patient remained unrespon- 
sive except that muscular twitchings were noticed. The 
chest was closed. 

The patient was placed in an oxygen tent in the ward. 
The following morning at 7:30, no improvement in her 
— was noted. She lived until 11:55 a.m. that 
aay. 


The medical profession with its pharmacologic 
background has attempted, it appears, to memo- 
rize those drugs suggested as supplementary aids 
to the resuscitation of a failed heart. The real 
principle has been lost in a welter of ampoules. 
In the hope of presenting a simple set of rules to 
follow, I offer the following outline of prophylactic 
and active measures which I use in teaching the 
resident staff of the hospital with which I am 
issociated : 


Prophylaxis 
1. Every case in which anesthesia is required 
means a potential death on the operating table. 


2. Each patient undergoing anesthesia deserves 


the necessary medical examination and labor- 
atory work which a surgeon or anesthesiologist 
would request on himself for such a procedure. 


3. The person administering the anesthetic is a 


far more important causative factor than the 
agent employed when catastrophies occur. 


4. The induction period and the termination 


stage of the anesthesia, generally speaking, are 
the times of danger for the patient. The re- 
maining segment of the period of anesthesia 
should be governed by the principle of keeping 
the patient well oxygenated and in physiologic 
balance. 


5. Each anesthetic must be considered as a com- 


promise between a surgeon and an anesthetist 
with the patient’s life as the stake. 


Active Therapy 

When arrest or fibrillation is honestly sus- 
pected, open the chest. Any physician can 
open the thoracic cage for this emergency. 
Those who wait for skilled help will fail in 
resuscitation. Artificial respiration by the use 
of an anesthesia machine, with or without 
endotrachial tube, will provide oxygen to the 
lung. 

When the heart is in arrest, massage it. Mas- 
sage means nestling the apex of the heart in 
the palm of the hand and compressing towards 
the base. The rate of massage is argumentative. 
Probably the physiologic rate of 70 is as good 
as any. Compression on the aorta will fill the 
heart more effectively than massage without 
this measure. 

Drug therapy, coincidental with massage, is 
a battleground of theories. Procaine hydro- 
chloride on the heart supposedly is used to 
block the afferent and efferent flow of the auto- 
nomic nervous system. The average dose sug- 
gested is 10 cc. of a 1 to 2 per cent solution. 
If this effect is desired, it might be well to 
suggest the use of Pontocaine Hydrochloride 
or Xylocaine Hydrochloride, the topical effect 
of which is far superior to that of procaine. 
The procaine hydrochloride in the left ventri- 
cle is directed into the coronary arteries by 
the massage. There the procaine hydrochloride 
again plays its part as a topical anesthetic. 
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If massage is forcing blood into a near empty 
aorta, compression of this vessel certainly 
should produce a better effect, as a back pres- 
sure will fill coronary ostia. Again, Xylocaine 
or Pontocaine might be a better choice. Cal- 
cium chloride, 10 cc. of a 10 per cent solution, 
and epinephrine hydrochloride, 1 cc. of a 1 
to 1,000 solution diluted to 10 cc., are used to 
stimulate a beginning stroke in a flaccid heart. 
Epinephrine hydrochloride can throw a heart 
into ventricular fibrillation. It is obvious, 
then, that drugs are purely supplemental. 

4. A fibrillating heart must be defibrillated. 
Massage is instituted in an attempt to get fresh 
blood into the myocardium. Following this 
procedure, a defibrillator is used to produce 
a single shock or a series of shocks to the heart. 
Drugs have little place, if any, until the heart 
has been thrown into arrest. Therapy then is 
directed merely to resuscitation of an arrested 
heart. 
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Summary 


A series of 11 cases of cardiac arrest and ven- 
tricular fibrillation is reported. The 4 cases of 
defibrillation are described in detail. The technic 
of defibrillation is described. 


Conclusion 


A review of this series leads to one conclusion. 
For those who are faint of heart in the face of a 
cardiac catastrophe occurring on the operating 
table, it is worth remembering that in these 11 
cases no chest was opened without just cause. 
The only error was procrastination. 
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Acute Rheumatic Carditis and 
Subacute Bacterial Endocarditis in Pregnancy 


ARTHUR J. Locre, M.D.* 
AND 
WitiiamM M. Howpon, M.D. 
MIAMI 


The incidence of heart disease in pregnancy is 
reported as 2 per cent, of which the most frequent 
form is the chronic rheumatic (90 to 94 per 
cent), the commonest type being mitral stenosis. 
The incidence of subacute bacterial endocarditis 
in pregnancy is apparently less than 0.1 per cent. 
The incidence of the coexistence of acute rheu- 
matic carditis and subacute bacterial endocarditis 
in pregnancy has not been reported, but it is 
noted that both conditions may occur simultane- 
ously in the same case.! In young adults with 
chronic rheumatic heart disease, it is often dif- 
ficult to distinguish at first whether a new infec- 
tion is a recurrent rheumatic attack or subacute 
bacterial endocarditis. 

The treatment of acute rheumatic diseases 
with .adrenocorticotropic hormone has produced 


* Deceased. 


surprising immediate success in the majority of 
cases.2 Although antibiotics, especially penicillin, 
have assured the control of subacute bacterial 
endocarditis so that the disease can be arrested 
in 90 per cent of cases treated, deaths from the 
incomplete eradication of the infection or from 
complications still occur in 20 to 30 per cent of 
the cases. About one half the fatalities are caused 
by complications; the remainder are due to delay 
in establishing the diagnosis or inadequate treat- 
ment. 


Report of Case 


Mrs. A. H., a 23 year old white woman, gravida I, 
first consulted her obstetrician on July 20, 1951. Her 
last menstrual period had occurred on May 18, and the 
expected date of confinement was Feb. 22, 1952. The 
past history included the following: a severe streptococcal 
throat infection at 9 years of age, rheumatic heart disease 
at 10 years, tonsillectomy at 11 years, and apparently 
inactive rheumatic mitral disease with some cardiac en- 
largement up to 20 years of age. Because of the latter 
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diagnosis and the relative absence of significant symp- 
toms, her family physician had advised the patient to 
marry and bear children. The only symptoms noticed 
by the patient since her marriage were those of palpita- 
tion and occasional precordial discomfort during excite- 
ment. Because the patient was poorly nourished and 
underweight and there was a grade 3 systolic murmur 
at the apex of the heart, cardiac consultation was advised. 


Physical examination revealed the following significant 
findings: weight 100 pounds, blood pressure 110 systolic 
and 82 diastolic, pulse 88 and of low volume, temper- 
ature 98.6 F., red-streaked throat due to a recent cold, 
shotty upper cervical glands, a diffuse apical thrust and 
thrill in the fifth intercostal space on the midclavicular 
line, a loud blowing midsystolic murmur, grade 3, at 
the apex, transmitted over the entire precordium, and 
slight hepatomegaly. Fluoroscopic examination showed 
mitral configuration of the heart, moderate increase in its 
transverse diameter and markedly expansile pulsations of 
a prominent left auricle. There were several! tentlike 
diaphragmatic adhesions bilaterally and slight exagger- 
ation of the bronchial markings. The electrocardiogram 
showed sinus tachycardia and some myocardial impair- 
ment. The diagnosis was that of mitral valvular disease 
with slight cardiac enlargement, rheumatic in origin. As 
the patient was two months pregnant and gave no history 
of heart strain or congestive failure, and as the rheumatic 
heart condition was considered inactive, she was permit- 
ted to undergo a full term pregnancy. Frequent cardiac 
examinations were advised. 


The patient progressed satisfactorily until Oct. 5, 1951, 
when she complained of afternoon temperatures rising 
as high as 102.2 F., chills, anorexia, precordial pain, 
shortness of breath on exertion, joint pains and dyspnea. 
A cold had developed three weeks previously with fre- 
quent bouts of high temperature, sore throat, a nonpro- 
ductive cough, slight joint swelling and excessive fatigue. 
She was now 20 to 21 weeks pregnant. Significant phy- 
sical findings were: temperature 99.6 F., blood pressure 
100 systolic and 48 diastolic, pulse 106 and of feeble 
excursion, pallor, moderate distention and pronounced 
pulsations of the veins of the neck, congested nose and 
throat, tender cervical glands, lungs clear, precordial 
thrust and thrill of considerable degree, P2 greater than 
A2, loud systolic and diastolic murmurs at the apex of 
the heart with reduplication of the second sound, moder- 
ate hepatomegaly, no hepatic tenderness, no splenomegaly, 
no petechiae, a tender hazelnut-sized subcutaneous nodule 
on the forehead, no pedal edema, slightly tender and 
puffy joint of the left wrist and normal reflexes. 


The electrocardiogram showed no essential change. 
Fluoroscopic examination revealed congestive changes at 
both hilar areas. The patient was hospitalized the next 
day with temperature of 100.4 F., pulse 130 and respira- 
tion 25. Auscultation revealed a loud harsh systolic 
murmur continuous with a blowing diastolic murmur at 
the apex of the heart, moist rales at the bases of both 
lungs and slight hepatomegaly. Laboratory findings 
were: blood sedimentation rate 31 corrected, hematocrit 
reading 27, red blood cell count 2,700,000, hemoglobin 
8.6 Gm., white blood cell count 5,550, nonsegmented 
neutrophils 1, segmented neutrophils 72, lymphocytes 25, 
monocytes 2, plasma chlorides 620 mg. per hundred cubic 
centimeters, and nonprotein nitrogen 32 mg. Blood speci- 
mens were taken for culture. 


A provisional diagnosis of acute rheumatic carditis 
with mitral and aortic valvulitis or subacute bacterial 
endocarditis with incipient congestive failure was made. 
The patient was digitalized, and treatment with salicy- 
lates, ACTH and low sodium diet was initiated. Within 
48 hours the temperature subsided and joint symptoms 
disappeared. The electrocardiogram showed no change 
as compared with the original tracing. The roentgeno- 
gram of the chest revealed the following: enlargement of 
the right ventricle, left auricle and pulmonary artery, 
increased vascularity in both lung fields; findings consist- 
ent with a diagnosis of rheumatic heart disease with 
mitral valve involvement and pulmonary congestion. 


The urine showed a trace of albumin and a specific 
gravity of 1,006; agglutination tests gave negative results; 
the blood sedimentation rate became more accelerated, 
and the red blood count and hemoglobin continued to 
decrease. To correct the increasing anemia and avoid 
overloading the heart, six units of red cell suspension 
were transfused over a period of four days. The intra- 
dermal reaction to the toxic filtrate of the hemolytic 
streptococcus was positive. Blood cultures were reported 
positive for Streptococcus viridans and alpha streptococ- 
cus on October 13; again, they were positive for Str. 
viridans on October 15. On October 13, ACTH and 
salicylate therapy was replaced by the administration of 
penicillin, 300,000 units every three hours, and Combiotic 
P-S containing 400,000 units of penicillin and 0.5 Gm. of 
dihydrostreptomycin every 12 hours (total of 3,200,000 
units of penicillin and 1 Gm. of dihydrostreptomycin 
in 24 hours). 


On October 15 the electrocardiogram showed T wave 
alterations and definite evidence of myocardial disease. 
The laboratory was not equipped to carry out antibody 
studies for antistreptolysin. Although streptococci were 
grown on mediums, antibiotic sensitivity tests could not 
be performed satisfactorily as the organisms were too fas- 
tidious to respond to the tests. Because of the question- 
able accuracy and value of penicillin blood levels, those 
values were generally unheeded. On October 21 there 
developed petechiae on the little fingers of both hands, 
both knees and the left elbow, and the temperature rose 
to 99.8 F. Penicillin dosage was increased to 1,200,000 
units every three hours combined with Combiotic P-S 
(total 24 hour dosage 10,400,000 units of penicillin and 
1 Gm. of dihydrostreptomycin), and maintained for six 
weeks following the last positive blood culture reported. 


The course was uneventful thereafter, and the patient 
was discharged from the hospital on November 11. At 
this time the red blood cell count was 3,570,000, white 
blood cell count 8,250, hemoglobin 10.6 Gm., segmented 
neutrophils 56, lymphocytes 37 and eosinophils 7. Urinal- 
ysis showed a trace of albumin; the specific gravity was 
1,009; and rare coarse hyaline casts were present. Anti- 
biotic therapy was continued at home. 


The patient was examined again on December 4, Jan. 
4, 1952 and February 20. She complained only of oc- 
casional palpitation of the heart and tachycardia. She 
continued to gain weight and remained afebrile. Physical 
examination showed a grade 3 systolic murmur at the 
apex of the heart, pulse 100 to 110, blood pressure aver- 
aging about 110 systolic and 82 diastolic, and slight 
hepatomegaly. The lungs were clear on physical and 
fluoroscopic examination. The heart had assumed a 
more transverse position with the increasing size of the 
uterus. The electrocardiogram compared favorably with 
the original tracing except for notching of the P waves 
in the second limb lead. The red blood cell count was 
4,500,000 and the hemoglobin 10.5 Gm. Seven blood 
cultures were reported as negative. On February 20, 
Combiotic P-S was readministered on a 12 hour schedule. 


On February 23 the patient was admitted to the hos- 
pital with labor pains occurring at 30 minute intervals. 
Rapid intravenous digitalization was performed on admis- 
sion. Within 11 hours of the onset of labor, the patient 
was delivered of a normal healthy infant weighing 7 
pounds 12%4 ounces. Hyoscine-Demerol sedation and 
cyclopropane anesthesia were used with the utilization of 
episiotomy and low forceps during the second stage. She 
was permitted bathroom privileges on the fourth day 
postpartum. 


The patient had an uneventful puerperium, remained 
afebrile and had no complaints. She was discharged 
from the hospital showing the following clinical and 
laboratory features: pulse 88 and of fair volume, blood 
pressure 104 systolic and 86 diastolic, systolic murmur at 
the apex of the heart, grade 3, normal electrocardio- 
graphic tracing, CO. combining power 48.6 volumes per 
cent, plasma chlorides 610 mg. per hundred cubic centi- 
meters, blood cultures sterile, red blood cell count 4,150,- 
000, hemoglobin 12.4 Gm., white blood cell count 9,400, 
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nonsegmented neutrophils 6, segmented neutrophils 83, 
lymphocytes 10, monocytes 1; urinalysis normal. Peni- 
cillin-streptomycin therapy and digitalis maintenance were 
continued for three weeks postpartum. Examination on 
March 31 and on April 25 showed a normal temperature, 
pulse rate, blood pressure and respiratory rate. The last 
blood culture on March 8 was negative. She had no 
complaints and stated that the infant was well. The 
blood sedimentation rate and electrocardiogram were 
normal, and fluoroscopy of the heart and lungs showed 
no abnormality other than the mitral configuration ob- 
served originally. 


Discussion 

When first seen, the patient was eight weeks 
pregnant and showed no evidence of a poor func- 
tional state of the heart. Although Hamilton and 
Thomson? stated in 1941 that functional tests are 
of little or no importance in prognosis in compari- 
son to the structural lesions that are found, other 
investigators have agreed that the most import- 
ant factor which contraindicates pregnancy is a 
poor functional state of the heart. This is best 
ascertained by careful inquiry of the patient as 
to the amount of activity she can perform in her 
daily life without discomfort. The American 
Heart Association’s classification of the functional 
state in any given heart disease may be applied: 


Class I: Patients with a cardiac disorder with- 
out limitation of physical activity. 
Ordinary physical activity causes no 
discomfort. 

Class II: Patients with a cardiac disorder with 
slight to moderate limitation of phy- 
sical activity. Ordinary physical activ- 
ity causes discomfort. 

Class III: Patients with a cardiac disorder with 
moderate to great limitation of phy- 
sical activity. Less than ordinary phy- 
sical activity causes discomfort. 

Class IV: Patients with a cardiac disorder un- 
able to carry on any physical activity 
without discomfort. 


It has been found that all persons with heart 
disease who fall into class I or class II almost 
invariably go through a normal pregnancy and 
delivery without discomfort. Few, if any, of them 
die as a result of the heart disease unless the 
classification changes during pregnancy because 
of reinfection, excessive strain or other factors. 
In patients in class III congestive failure often 
develops during pregnancy, delivery or puerpe- 
rium and occasionally results in death. Failure 
invariably develops in those in class IV.4 
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It is likely that acute rheumatic carditis and 
subacute bacterial endocarditis coexisted in this 
case. The diagnosis of acute rheumatic carditis 
was based upon. the following features: the pres- 
ence of chronic rheumatic mitral disease, the 
degree of anorexia, joint pains with swelling and 
tenderness, great effort syndrome, dyspnea, loss 
of weight, precordial pain, pulmonary congestion, 
fever, the change in the character of the systolic 
murmur and the appearance of the diastolic-mur- 
mur, the absence of splenomegaly, the presence of 
slight congestive failure, the low pulse and blood 
pressure, the hypochromic anemia, the dilated 
heart and the intradermal reaction to the toxic 
filtrate of the hemolytic streptococcus. Admitted- 
ly, the intradermal reaction is not conclusive, al- 
though it is generally positive in rheumatic in- 
volvement and usually negative in subacute bac- 
terial endocarditis.2 In over 30 per cent of cases 
of subacute bacterial endocarditis, the spleen is 
not palpable. Splenomegaly is more apt to occur 
in rheumatic heart disease with prolonged fever 
than in subacute bacterial endocarditis; the com- 
monest cause is congestive heart failure.® 


Numerous investigators have hailed the ad- 
renal hormones, cortisone and ACTH, as the long- 
sought answer to the control of the acutely active 
stage of rheumatic fever, especially of the associ- 
ated carditis.6-7 A number of observers believe 
that early treatment materially shortens the dura- 
tion of rheumatic activity, including carditis. 
They note, in general, an earlier period of ambula- 
tion accompanied by a more rapid subsidence of 
clinical and laboratory evidence of the disease.* 
Objective and subjective evidences of arthritis 
disappear as the fever subsides. The clinical and 
laboratory signs of carditis recede more slowly, 
but observers agree that the return to quiescence 
is probably on the whole more rapid than when 
the hormone therapy is not used. Tachycardia 
and pericardial friction rubs persist only three 
to four days. Electrocardiographic changes, such 
as prolonged P-R intervals or primary T wave 
changes have returned to normal within two or 
three weeks. Striking resolution of an acutely 
dilated heart, as seen by roentgen examination, 
with concomitant cardiac compensation within 
five to seven days is not unusual. 


Simultaneously with the return to normal of 
the cardiac mechanism, the close observer will 
witness strikingly ephemeral auscultatory changes, 
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as in the diastolic blow of aortic valve incom- 
petency or middiastolic apical rumble, presumably 
due to relative mitral stenosis in the presence of 
a dilated ventricle. Such murmurs have disap- 
peared within the space of two weeks, a phenom- 
enon which possibly reflects the rapid subsid- 
ence of an acute carditis. A disturbing capacity of 
the two steroids is that of concealing the pres- 
ence of an infectious process of a bacterial na- 
ture, especially by suppressing fever. The serious 
consequences of such a phenomenon in the pres- 
ence of subacute bacterial endocarditis are ob- 
vious. It is wise to obtain routine blood cultures 
for all patients receiving hormone therapy for 
rheumatic fever or rheumatic heart disease. Ther- 
apeutic use of cortisone and ACTH must be tem- 
pered with the knowledge that any beneficial 
response merely represents an undetermined seg- 
ment of the drug’s total potential. With this in 
mind, one must attempt to strike a balance be- 
tween the desired effects and the general welfare 
of the patient.® 


The dosage of penicillin employed in this case 
was arbitrary and generous. It has been noted 
that the sterilization of the blood by antibiotics 
is not an indication of therapeutic adequacy, nor 
is the maintenance of a penicillin blood level 
greater than the in vitro resistance of the infect- 
ing organism. Harris and Fishburn! believed 
that penicillin should be part of the treatment 
regimen in all cases of endocarditis due to a 
gram-positive coccus, even though in vitro tests 
may indicate a high degree of resistance. The 
most reliable evidences of adequate therapy are 
the normal temperature and pulse, gain in weight, 
absence of sweats, sense of well-being, normal 
blood counts and sedimentation rates. Penicillin 
should be given until this situation has been 
reached.?! 


Observers have noted that penicillin alone, in 
heavy dosage, is superior to combinations of the 
various antibiotics in the treatment of subacute 
bacterial endocarditis. The most favorably re- 
ported combination is that of penicillin and strep- 
tomycin, which appears to have a synergistic ef- 
fect. Penicillin combined with bacitracin, caron- 
amide or Benemid has been used to advantage. 
Aureomycin is more effective against nonhemo- 
lytic streptococci causing subacute bacterial en- 
docarditis. Both Aureomycin and Terramycin are 
primarily more bacteriostatic than bactericidal. 
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In subacute bacterial endocarditis it seems neces- 
sary to kill virtually all the causative organisms 
to effect a cure, as the host defense is of minimal 
assistance.!* 

Antibiotic sensitivity tests are often mislead- 
ing as the sensitivity of the organism in the labor- 
atory usually denotes a_ bacteriostatic effect. 
Thus, a sensitivity of 0.3 indicates inhibition of 
multiplication by 0.3 units of penicillin per cubic 
centimeter. Organisms remain viable, however, 
with this concentration of antibiotic and will con- 
tinue to multiply if transplanted to fresh culture 
medium or if penicillinase is added.1* Conse- 
quently, a bactericidal antibiotic concentration is 
desirable, often 40 to 50 times as great as that 
indicated in vitro. In many cases even this con- 
centration will not control the infection in sub- 
acute bacterial endocarditis as the antibiotic in the 
blood stream may not penetrate through the 
necrotic debris and fibrin layers enveloping the 
organisms on the valve cusps. This may explain 
why, despite apparently successful treatment, 20 
to 30 per cent of patients will die as a result of 
the infection or suffer varying degrees of ill health. 

Most relapses occur within three months of the 
completion of treatment. Deaths from compli- 
cations, congestive failure or renal insufficiency 
may be avoided to a great extent by early diag- 
nosis, earlier therapy with massive antibiotic 
dosage, and the free use of digitalis as soon as 
any evidence of congestive heart failure appears. 
The diagnosis of subacute bacterial endocarditis 
should be provisional and antibiotic therapy 
started in any case in which the patient has a 
significant cardiac murmur and an unexplained 
fever lasting more than one week. Any pregnant 
woman with a history of rheumatic heart disease 
should be considered a potential subject for sub- 
acute bacterial endocarditis, particularly if the 
nature of the murmur changes. Cardiovascular 
stress such as is imposed by incompetent heart 
valves so greatly increases the susceptibility of 
endothelial tissues that endocarditis can be pro- 
duced by the entry of a relatively small number 
of bacteria into the blood stream. 

Every pregnant woman with heart disease has 
her best interest served only by the close cooper- 
ation between the cardiologist and the obstetri- 
cian. The consensus is that interruption of the 
pregnancy in subacute bacterial endocarditis is 
generally inadvisable as is the use of anticoagu- 
lants. The termination of pregnancy after the 
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twentieth week is dangerous in all cardiac patients. 
At term, surgical intervention except for purely 
obstetric reasons should be avoided. The use of 
anticoagulants is unnecessary and perilous as the 
valvular lesions in subacute bacterial endocarditis 
are not of thrombotic character.14 Pregnant 
women who have had rheumatic fever with or 
without evidence of heart disease should be given 
antibiotics prepartum and postpartum. In sub- 
acute bacterial endocarditis the therapy should 
be continued for at least four weeks from the 
time of the last positive blood culture to assure 
as much as possible the complete sterilization of 
the bacterial vegetations in the heart. 


A past history of subacute bacterial endocar- 
ditis is no contraindication to pregnancy, but 
childbearing should be deferred at least six months 
as it takes three to six months for complete heal- 
ing of the endocardial lesions.1° Pregnancy 
should not alter the treatment of subacute bac- 
terial endocarditis. The advisability of child- 
bearing should be determined by the current car- 
diac status, and accepted concepts of the manage- 
ment of the underlying heart condition should be 
followed during the pregnancy, delivery and puer- 
perium. Considerations are the age of the patient, 
the history of congestive heart failure or auricular 
fibrillation, general physical condition, anatomic 
lesion, heart size, electrocardiogram, vital capacity 
and exercise-tolerance test, except in cases with 
borderline cardiac reserve. The free use of digi- 
talis in anticipation of the added cardiac burden 
during pregnancy is generally advisable, as well 
as the use of antibiotics for any complicating 
illness. 


Intrapartum, the pulse and respiratory rates 
are valuable guides to the cardiac status. Eleva- 
tion of the pulse rate over 110 with a respiratory 
rate over 24 or such elevation of the pulse rate 
alone during the first stage of labor usually pre- 
cedes intrapartum or postpartum heart failure by 
a long enough period to give ample warning of 
its appearance. At this point rapid and complete 
digitalization is urgent. The limited cardiac re- 
serve will be conserved if the obstetrician will 
shorten the second stage of labor by the use of 
low, low-mid or outlet forceps. In the puerperium 
early ambulation is advisable if the cardiac status 
warrants it. 

Advice is often sought by young women with 
heart disease as to the risk they will run by 
bearing a child. The possibility of a renewed 
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infection needs to be considered on the basis of 
the past history, and a patient suspected of hav- 
ing suffered infection or reinfection recently 
should be advised to postpone decision for a year 
or more. Patients with signs of cardiac enlarge- 
ment and poor exercise tolerance should be ad- 
vised that it is unwise to become pregnant. The 
urgency of desire for a child will sometimes impel 
women to accept a risk that would not otherwise 
be taken; the risk being realized, it is for their 
decision. Women presenting auricular fibrillation 
run more risk during pregnancy than do those 
without it. Those with fibrillation, those with 
large hearts and poor tolerance of exercise, and 
those with a past history of congestion should 
be told that the risk is much too grave, and every 
effort should be made to dissuade them from 
facing it. When a second pregnancy is in ques- 
tion, experience of the first is one of the most 
valuable guides to the probable course of the 
second.!6 

The obstetrician speaks of pregnancy compli- 
cated by cardiac involvement, while the cardiol- 
ogist talks about a cardiac disease complicated 
by pregnancy. The responsibility a physician 
assumes in every decision is great. He should not 
rely upon statistical results alone, but must in- 
dividualize each case on its own merits after thor- 
ough examination and observation. Statistics, 
however, make the task easier and help in arriving 
at a final decision. Unfortunately, the attitude of 
many physicians confronted with these problems 
depends neither upon the experience of others nor 
upon the known facts but on single recent per- 
sonal observations.17 


Summary 
A case of pregnancy complicated by acute 
rheumatic carditis and subacute bacterial endo- 
carditis is described. The literature concerning 
these complications is reviewed. 
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The tung nut tree, Aleurites fordii, long has 
been grown in China as a source of tung oil for 
commercial use. Its introduction into the United 
States and the rapid spread of its cultivation in the 
Southeastern states has created a great new Ameri- 
can industry. In the Gulf states area, the culti- 
vation of tung trees has contributed greatly to the 
diversification of agriculture and to the use of 
cut-over land, and has been a factor in soil con- 
servation and reclamation.? 

The tung tree belt of the United States is 
limited to a narrow strip along the Gulf Coast 
about 100 miles wide (fig. 1).2 In this area in 
1952, the harvest of tung nuts totaled 120,000 
tons.* This is a remarkable figure, in view of the 
fact that the first commercial harvest was not 
gathered until 1932, at Gainesville, Fla., just 20 
years previously. 

The mature tung nuts are crushed and their oil 
expressed for use in the paint industry and allied 
fields. Tung oil is viscous and dries by polymeri- 
zation, forming a hard, resistant, waterproof film. 
Chemically, it is the glyceride of eleostearic acid, 
an unsaturated fatty acid with three double bonds 
(9, 11, 13) octadecatrienoic acid.4 


; From the Department of Biology, Spring Hill College, Mo- 
bile, Ala. 


Review of the Literature 


The toxic nature of tung nuts has been known 
for a long time.5-7 Holmes,*-® as long ago as 1907, 
reported toxic symptoms in 5 children who had in- 
gested tung nuts. Palmer! described 8 cases of 
tung nut poisoning, in one of which convulsions 
occurred. 

Erickson and Brown!! reported a case in a 
university student who ate one nut after mistaking 
it for a Brazil nut. An hour later he felt dizzy 





Fig. 1—Tung Tree Belt of United States 





and weak and had severe abdominal pain. Vio- 
lent vomiting and diarrhea soon followed and were 
persistent. An intense thirst was present, and 
drinking made vomiting worse. This lasted sev- 
eral hours, after which he felt extremely weak. 
The next day he had a headache during the morn- 
ing, but he had no pain. 


Carratala'? described the symptoms of tung 
nut poisoning in 5 patients, none of whom had 
eaten more than three of the nuts. They all com- 
plained of epigastric pain, generalized colicky ab- 
dominal pain, nausea, vomiting of bile, intense 
thirst and profuse diarrhea. He also noted 
paresthesias, arm and leg cramps, and exhaustion. 
Gardner!* also reported an instance of human in- 
gestion of tung nuts in which violent diarrhea 
occurred. 


Erickson and Brown!! investigated the toxici- 
ty of tung nuts and showed that the decorticated 
kernels of tung nuts are toxic, causing diarrhea and 
death in white rats, whether or not the oil was ex- 
tracted. The extracted oil was not toxic. They 
found that dry heat (230 F.) destroyed the toxic 
principle. 

Gardner!* reported that tung oil in large doses 
is only mildly laxative to rabbits. There was no 
mucosal lesion at autopsy. 

Godden!* found that tung nuts cause diarrhea 
in pigs, with microscopic parenchymal damage to 
the liver and kidneys, and gastritis. He reported 
the predominating lesion to be gastroenteritis. 
Rusoff, Mehrhof and McKinney!® reported that 
heat plus extraction with solvents rendered tung 
meal nontoxic. Davis, Mehrhof and McKinney!® 
reported that after heat alone tung meal was still 
toxic as evidenced by retardation of growth in 
growing chicks. Emmel, Sanders and Swan- 
son!7-!8 reported diarrhea in cattle eating tung 
foliage, gastroenteritis being the lesion found at 
autopsy. 

The nature of the toxic principle(s) in tung 
nuts has been much discussed. In two communi- 
cations Emmel!9.2° identified the toxic agent in 
tung foliage as a saponin. In other articles,?!-?* 
he gave evidence for the presence in tung nuts of a 
saponin, as well as a second toxic substance which 
is alcohol-soluble. A saponin, however, by defi- 
nition?* is toxic when administered intravenously, 
by virtue of its ability to hemolyze red blood cells; 
it is not toxic when administered orally because it 
is either not absorbed, or it is hydrolyzed in the 
gastrointestinal tract. For this reason the saponin 
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of Emmel!9-23 is probably more correctly termed 
a glycoside. 


Henry and Auld?> suggested that the toxic 
substance could be a cyanogenetic glycoside. Liu2® 
identified a protein which yielded a pentose on 
hydrolysis and which was therefore also a glyco- 
side (phosphoglucoprotein). After ether extrac- 
tion of tung nuts for 15 hours in a Soxhlet appara- 
tus, the residue in aqueous solution reduced 
Fehling’s solution weakly before acid hydrolysis 
and strongly after hydrolysis. The aldose and 
ketose reactions were positive, but the reaction for 
pentose was negative after H Cl hydrolysis; how- 
ever, pentosan was precipitated with phloro- 
glucin. Almost all the sugar in tung kernels is 
sucrose, as checked by hydrolysis and inversion. 
The osazone formed after hydrolysis resembled 
glucosazone. Hakubun?? found 6.68 per cent 
nonreducing sugars in tung nuts (pentosans), and 
Sell and Best?* identified a nonreducing sugar 
from tung nuts as sucrose. Any of these com- 
pounds on acid hydrolysis could give a positive 
presumptive test for glycosides. But they could 
not fill the critical criteria Emmel!®-23 has im- 
posed on his compound. 


Carratala'? attempted without success to iden- 
tify an alkaloid. It was his opinion that the toxic 
principle in tung nuts was a toxic antigenic al- 
bumin. Lewis® and his associates at the Univer- 
sity of Michigan also believed that the toxic prin- 
ciple is related to the protein fraction of the nut. 
Liu?® identified a water-soluble protein which he 
named aleurin. He also identified a phosphogluco- 
protein (soluble in 0.2 per cent HCl) and an in- 
soluble protein which he called aleumin. 


Lee and his group?%-3* at Louisiana State 
University came to the conclusion that there were 
two toxic principles. One is apparently a lipid, 
is unsaturated and is subject to oxidation. The 
other is sensitive to heat and may be a protein, 
since this pattern is repeated in other members of 
the Euphorbiaceae, the castor bean and purge nut. 


Bryan,** by means of dialysis, isolated a wa- 
ter-soluble protein, an albumin. This protein was 
tcxic when injected into laboratory animals, caus- 
ing an anaphylactoid reaction and death. He de- 
vised a process for detoxifying tung meal (de- 
naturing protein, since aqueous solutions from 
which proteins were precipitated lost all their 
toxicity) and tung meal so treated was no 
longer toxic to animals. He found the albumin to 
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be antigenic, with greatly increased immunity after 
injection with the protein. The globulin he iso- 
lated was not toxic. 


Symptoms and Signs of 
Tung Nut Poisoning 

Previously, 10 cases of tung nut poisoning have 
been reported.*4 Since then, 31 other cases have 
been collected, making a total of 41 cases, more 
than the entire number reported before in the lit- 
erature. This increase would seem to indicate 
two things; first, a number of unreported cases are 
being encountered, and, second, the problem of 
tung nut poisoning, like the tung nut industry, is 
growing. 

Palmer!” gave the classic description of tung 
nut poisoning. He stated: “In a short time after 
eating the seed, there is a feeling of discomfort, 
warmth and nausea, followed by vomiting and 
pain. Depending on the number of seeds eaten, 
there will be great pain, vomiting, and purging, 
with cold clammy skin, prostration, gripings, de- 
lirium, weak rapid pulse and perhaps death. The 
quick emetic effect of the poison on the gastric 
mucosa no doubt accounts for the absence of fatal 
termination.” 

This description closely follows the pattern 
observed in patients,?4 and in animals.#5-36 The 
ingestion of tung nuts is followed by a symptom- 
free period of 20 to 30 minutes. Then there is a 
feeling of gastrointestinal difficulty, as evidenced 
by nausea, malaise and epigastric pain, followed 
closely by vomiting. In another few minutes to 
one hour and a half, diarrhea supervenes. In three 
tc five hours the patient is weak and exhausted, 
but requires no treatment. Such mild to moderate 
cases are apparently the result of gastrointestinal 
allergy to a foreign protein, as evidenced by the 
following case. 

Case 1.—A 44 year old tourist was driving by a tung 
orchard and thought the nuts resembled butter nuts or 
Brazil nuts. He ate five nuts or 20 seeds. About 35 
minutes after he ate them, he experienced nausea, then 
vomiting, dizziness, lethargy and diarrhea simultaneously. 
He vomited lumpy white material and had numerous stools 
of a loose yellow nature accompanied by violent abdominal 
cramps and tenesmus. He said he was extremely sleepy, 
but suffered no thirst or dryness of the mouth until about 
one hour after he vomited. The temperature was 99 F., 
the pulse rate 68 and the respiratory rate 14. In the 
emergency room of the hospital the patient suffered un- 
controllable nausea, vomiting and diarrhea. He was not 
completely oriented. The pupils were widely dilated. He 
was not cyanotic. The lungs were clear, and respirations 
were regular. The heart beat was slow and irregular. Re- 
flexes were normal to decreased. 


He received no treatment except 7.5 grains of caffeine 
and was asymptomatic the next morning. 
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In severe cases, about 25 per cent, an ana- 
phylactoid reaction follows the vomiting closely. 
The patient is in shock with peripheral circula- 
tory failure, cyanosis, respiratory depression and 
diminished or absent reflexes. Vomiting and diar- 
rhea are profuse and protracted, and eventual de- 
hydration occurs. This is illustrated by the fol- 
lowing case. 


Case 2.— J. S., a 3 year old white girl, had a tempera- 
ture of 99.8 F., pulse rate of 142, and respiratory rate of 
40. The child did not know how many tung seeds she ate. 
She suffered nausea, vomiting and diarrhea of a protracted 
nature. She also complained of headache, cramping ab- 
dominal pain and pain in the lumbar area of the back. 
Seven and one-half hours after ingesting tung nuts she 
was seen in the emergency room of the hospital. Cyanosis 
was present around the lips and ears. The heart beat was 
rapid, but regular. Respirations were irregular, but the 
lungs were clear. The pupils were dilated, but reactive. 
Reflexes were absent. The skin showed great extracellular 
fluid deficit. The urine possessed a high specific gravity 
(1.023); there was a 1 plus glycosuria, and white blood 
cells were present. The yellow mucous stool was negative 
for occult blood. Methemoglobinemia was ruled out as a 
possible cause of the cyanosis. 

She was treated with magnesium sulfate and mineral 
oil by mouth, Coramine and caffeine stimulation, oxygen 
and intravenous fluids (1,000 cc. of 5 per cent glucose in 
physiologic saline, and 1,000 cc. of 5 per cent glucose in 
water). She responded to treatment and was discharged 
the next morning asymptomatic. 


The predominating toxicity in tung nut poison- 
ing is gastroenteritis (fig. 2), as is evidenced by 
the nausea, vomiting, cramps, thirst and diarrhea 
universally reported on the ingestion of tung nuts. 
The seriousness that it can attain is evidenced by 
the water and electrolyte loss accompanying pro- 
tracted vomiting and diarrhea, the concomitant 
tachycardia and respiratory changes, and the bowel 
lesions as seen at autopsy. 


Fig. 2.— Symptoms and Signs of Tung Nut 
Poisoning 


I. Mild Poisoning 
Gastrointestinal symptoms 
1. Nausea 
2. Vomiting 
3. Diarrhea 
4. Abdominal cramps 
5. Thirst 
6. Tenesmus 
B. Cardiovascular symptoms 
1. Tachycardia 
2. Dehydration 
3. Renal dysfunction 
a. Concentration 
b. Casts 
c. Epithelial cells 
d. Glycosuria 
II. Severe Poisoning 
A. Gastrointestinal symptoms as above 
B. Cardiovascular symptoms as above 
C. Central nervous system symptoms 
Pyrexia 
Tachypnea 
Irregular respirations 
Cyanosis 
Mydriasis 
Depressed reflexes 
Paresthesia 
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The central nervous system is also attacked 
either directly or indirectly as evidenced by cyano- 
sis, paresthesia, mydriasis, irregular respirations, 
reflex changes, fever, and convulsions. The kid- 
neys suffer temporary damage, at least, resulting 
in glycosuria, crystalluria and casts. 


Chemical Studies of Tung Nuts 


Because the symptoms and signs of tung nut 
poisoning simulate atropine poisoning, attempts 
were made to isolate an alkaloid from tung nuts. 
Cold infusions of tung nut meal (whole tung nuts 
ground in a food chopper) were made with dilute 
sulfuric acid, acetone, ether and ethyl alcohol. 
These infusions failed to give alkaloidal reactions 
with standard alkaloidal reagents (phosphomolyb- 
dic acid, picric acid, potassium mercuric iodide) ; 
and the acid extract, when neutralized with sodium 
hydroxide, yielded no precipitate. These findings 
were interpreted as evidence that no alkaloid exists 
in tung nuts, as previously reported by Carra- 
tala.1* 





816 BALTHROP, GALLAGHER, McDONALD AND CAMARIOTES: TUNG NUT POISONING \SiUME Xt 


Studies of the reducing substances in tung 
meal, before and after hydrochloric acid hydrolysis, 
showed a substantial increase after hydrolysis. 
This was interpreted as indicating there is a sig- 
nificant quantity of glycoside present, as sug- 
gested by Emmel.!9-23 Extension of these studies 


is recorded in table 1. 


The presence of protein was investigated in 
the following manner. Finely ground tung meal 
was extracted with water for 24 hours and filtered. 
The filtrate was found to be positive for albumin 
by standard tests (heat plus acetic acid, Robert’s 
reagent, sulfosalicylic acid, trichloracetic acid). 
Protein reactions were positive as evidenced by 
the biuret reaction, the xanthoproteic reaction and 
precipitation by silver nitrate after alkalinization. 
Attempts to separate albumin and globulin frac- 
tions by means of ammonium sulfate precipitation 
were unsuccessful. Quantitative protein studies 
are recorded in table 1. 


Table 1.— Reducing Substances and Digestible Protein in Tung Nuts 







































































Meal Solvent NPN NPN Digested 
Gm. ec. Before After Protein 
Trypsin Trypsin Gm./100 Gm. 
Protein Water 
Studies 126.8 550 cc. 30.5 67 1.27 
a-s Meal plus No nausea, vomiting or diarrhea 
bog Em. over four hour period 
Meal plus N — diarrh 
DOG B trypsin No nausea, vomiting or diarrhea 
64 Gm over four hour period 
. Reducing Reducing Reducing 
Glycoside Meal Substance Substance | Substance 
Studies Gm. Solvent After After H,O, Gm./100 
Alcohol, mg. /100 cc. | Gm. meal 
mg. /100 cc. 
1 Alcohol 
130.5 350 cc. 2400 1500 6.4 
2 H,O 400 ce. 
1:30 2:30 3:30 4:30 5:30 
Fed No effect, Vomited, Vomited, 
DOG C 65.0 Gm. normal ill- normal Normal 
stool tempered temper 
Fed Light Sickly, Still sick, 
DOG D 65.5 Gm. stool Vomited depressed more 
responsive 











—™-™  F - me 


. 





















































be etose sis BALTHROP, GALLAGHER, McDONALD AND CAMARIOTES: TUNG NUT POISONING’ 817 
Table 2. — Toxicity of Treated Tung Nuts in Rats 
WATER CONSUMPTION 
GROUP DIET TOXICITY 24 HRS. 36 HRS. 48 HRS. AVERAGE 
Group I 
5 ake Normal control 0 150 cc. 300 cc. 450 cc. 90 cc. 
Group II Untreated 
5 rats tung meal 20% +++ 300 550 700 140 
Diet 80% 
Tung meal 
Group III plus 1/12 ++ 300 600 750 150 
5 rats N HCl 20% 
Diet 80% 
Tung meal 
Group IV plus 10% HAc ++ 300 550 700 140 
5 rats 20% 
Diet 80% 
Tung meal 
Group V plus MgSO, ao 300 525 675 135 
5 rats 20% 
Diet 80% 
Group VI 
4 rats Tung meal + +++ 300 600 875 219 





























Animal Experiments 


Attempts were made to reproduce the symp- 
toms of tung nut poisoning in rabbits, by using 
first an extract of ground tung meal in which at- 
ropine is soluble, and then using tung oil. Both 
were unsuccessful. 

Since it is the opinion of some investiga- 
tors§-12,.29,30,33.37 that the toxic material in tung 
nuts is a protein, tung meal was treated with sev- 
eral agents which denature protein (hydrochloric 
acid, acetic acid, and magnesium sulfate) and was 
fed to white rats. The results are recorded in 
table 2. In each of the five groups eating tung 
meal, evidence of toxicity was noted within 90 
minutes. This was indicated by increased water 
consumption, increased moist to diarrheal stools, 
lethargy, sluggishness and decreased response to 
stimulus (table 2). The animals eating meal con- 
taining denatured protein fared better than the 
rest. 

This experiment was modified in a similar ex- 
periment with dogs, in an unsuccessful effort to 
establish pilocarpine as an antidote for tung nut 
poisoning. These results are recorded in table 3. 
The dogs fed tung meal soaked in magnesium sul- 
fate solution fared much better than the other ani- 
mals, and pilocarpine made all animals in whom 
it was used sicker than the others. 


In a third experiment, one group of dogs was 
fed tung meal after room temperature incubation 
with trypsin;* and another group was fed tung 
meal after extraction first with ethyl alcohol and 
then with water. This was done to extract the 
glycoside. The results are recorded in table 1; 
destroying the peptide linkage by means of a pro- 
teolytic enzyme seems to destroy the toxicity of 
tung nuts completely. 

This experiment was repeated except that the 
filtrate was treated with trypsin to determine if a 
glycoprotein was present and to compare the rela- 
tive efficiency of alcohol and water as toxin ex- 
tractors. The results are recorded in table 4. 
The toxic protein in tung nuts is soluble in water 
and is presumably not a glycoprotein. Tung meal 
extracted with alcohol is less toxic than untreated 
tung meal; and meal extracted with alcohol and 
water is apparently still less toxic. 


Discussion 
Various investigators*:11.13 have endeavored 
to incriminate tung oil as the toxic material in 
tung nuts. None was able to produce more than 
a transitory, mild diarrhea and all agreed it is not 
toxic. Our results agree with this conclusion. 
Lee, *9-3® however, believed there is a toxic lipid 


*Supplied by Mr. K. E. Harper of Armour Laboratories. 
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present which is unsaturated and is subject to 
oxidation. These criteria are met by eleostearic 
acid, the fatty acid hydrolysate of tung oil; but, 
since tung oil is not toxic, it could hardly be in- 
criminated. There almost certainly is not a toxic 
alkaloid present in tung nuts. The tung tree 
(Aleurites fordii) is a member of the spurge fam- 
ily or Euphorbiaceae. Other members of this same 
family are the castor tree (Ricinus communis) and 
the croton tree (Cascarilla tiglium), both of 
which produce toxic beans, containing the pro- 
teins ricin and crotonallin respectively. It seems 
reasonable that the tung tree should also produce 
a toxic protein (aleurin). Carratala,!2 Lee?9.3° 
and Lewis® all believed that the toxic material is 
a protein. This conclusion was borne out by Erick- 
son and Brown!! and Rusoff, Mehrhof and 
McKinney,!* who reported that moderate heat de- 
stroys the toxic principle in tung nuts. Later, 
however, Davis, Mehrhof and McKinney! denied 
this, in a study of chronic toxicity in growing 
chicks. Bryan?? seems to have proved it beyond 
reasonable doubt by isolating a toxic albumin. 
Certainly our data indicate (1) that the toxicity 
oi tung nuts is decreased by exposure of tung meal 
to compounds which denature protein, (2) that the 
toxic material is water-soluble and (3) that it is 
destroyed by enzyme digestion with trypsin. All 
these would indicate that one toxic material, at 
least, in tung nuts is a protein. A glycoside, how- 
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ever, is present in tung nuts and it may also be 
toxic. But glycosides are relatively insensitive to 
heat, are both alcohol-soluble and water-soluble 
and should not be destroyed by trypsin digestion. 
A glycoprotein presumably is not present in tung 
nuts. 

Further studies are being planned on the glyco- 
side fractions in tung nuts. 


Treatment 


Tung nuts look good. The whole ripe nut 
looks like a large walnut and the unhulled seed 
is similar to a Brazil nut. Too, tung nuts taste 
good. The mature nut fresh from the tree has a 
sweetish taste like a chestnut, while the older, 
stored nut has a pleasant toasted almond flavor 
which is spoiled by the rancid after-taste which 
tung oil leaves in the mouth. Tung nuts are toxic, 
and the cultivation of the tung tree for commercial 
and shade tree purposes is spreading. Because of 
these facts, especially the use of tung trees in urban 
areas where children have access to the nuts, tung 
nut poisoning is apt to be more and more common. 

The major symptoms of tung nut poisoning are 
caused by a toxic protein, an albumin.*? Treat- 
ment, then, is symptomatic, as it is for any food 
poisoning due to a foreign protein. 

Magnesium sulfate seems to denature the pro- 
tein.24-36 Whether this change is accomplished 


Table 3. — Effect of Pilocarpine on Tung Nut Poisoning 





























| TIME FOR | 
GROUP ANIMAL MEDICATION SICKNESS | TOXICITY 
IN MINUTES | 
1 Tung nuts 30 | 4144. 
A — 
2 Tung nuts 20 | +++ 
3 12 ser ae ae 
Tung nuts plus 
B pilocarpine IM oe 
4 15 ++++ 
5 50 + 
c Tung nuts treated : — 
with MgSO, a without 
6 45 pilocarpine 
+++4+4 with 
pilocarpine 
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by its cathartic action, by osmotic dilution of the 
offending protein, or by salting out of the protein 
by the sulfate ion is not known. 

Concomitant with the use of magnesium sul- 
fate, fluid and electrolyte replacement therapy is 
indicated, especially for those severely poisoned pa- 
tients suffering from anaphylactoid reactions and 
potassium deficiency. Central nervous system 
stimulants and oxygen should also be used when 
indicated. In an extreme case, it is conceivable 
that intravenous corticotropin might be used. 


Jamieson, G. S.: Vegetable Fats and Oils: The Chemistry, 
Production and Utilization of Vegetable Fats and Oils for 
Edible, Medicinal and Technical Purposes, American Chemi- 
cal Society, Monograph Series, New York, The Chemical 
Catalog Company, Inc., 1932. 

Lewkowitsch, I.: Chemical Technology and Analysis of 
Oils, Fats and Waxes, ed. 4, vol. 3, London, MacMillan 
and Co., 1909. 

Newell, W.: Preliminary Report on Experiments with 
Tung-Oil Tree in Florida, Fla. Agri. Exp. Sta. Bull. 171: 
193-234 (May) 1924. 

Lewis, H. B. Personal communication. 

Holmes, E. M.: Kaloo Nuts, Pharm. J., London, 79 
(No, 3589): 241 (Aug. 17) 1907... Cited by Lewis.* 
Palmer, H. E.: Are Seed of Tung Oil Tree Poisonous 
When Eaten by Man or Animal? J. Florida M, A. 20:13- 
15 (July) 1933. 

Erickson, J. L. E., and Brown, J. H., Jr.: Study of Toxic 
Properties of Tung ~ 4 Pharmacol. & Exper. Therap. 
74:114-117 (Feb.) 1942 


Table 4.— Alcohol and Water Extracted Tung Meal in Dogs 
























































Summary 


Tung nut poisoning is discussed and the litera- 
ture reviewed. The primary toxic agent in tung 
nuts is a foreign protein, an albumin causing 
gastrointestinal symptoms (nausea, vomiting, diar- 
rhea) in mild cases, with shock and respiratory 
depression in severe cases. Tung oil is not toxic. 
A glycoside is present which may or may not be 
toxic. There is no alkaloid present. 

The treatment of-tung nut poisoning consists 
of magnesium sulfate by mouth, parenteral fluid 
and electrolyte therapy, central nervous stimu- 
lants when necessary, and oxygen. 
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Coexistent Pulmonary Tuberculosis and 
Systemic Blastomycosis: Report of a Case 
Successfully Treated with Streptomycin, 
Para-Aminosalicylic Acid, and Stilbamidine. 
By Thomas C. Black and Henry M. Wilson. Am. 
Rev. Tuberc. 68:615-621 (Oct.) 1953. 


A case is reported in which a young white 
man, while convalescing from pulmonary tuber- 
culosis, was found to have systemic North Ameri- 
can blastomycosis. The coexistence of these two 
diseases occurs rarely; the authors were able to 
find only 2 cases reported in the literature. Sys- 
temic infection with Blastomyces dermatitides, 
the fungus which causes North American blast- 
omycosis, has a grave prognosis with a mortality 
rate of approximately 85 per cent. Treatment of 
this disease has been far less satisfactory than that 
of tuberculosis. 


In the case here described the patient was suc- 
cessfully treated with streptomycin-PAS and stil- 
bamidine, with the patient remaining well 16 
months after treatment. Since stilbamidine is a 
highly toxic agent if exposed to light after being 
put up in solution, the authors observe that with 
precaution against exposure to sunlight, the only 
chronic toxic effect has been confined to a unique 
neuropathy of obscure mechanism consisting of 
paresthesia, anesthesia, hypalgesia, and numbness, 
usually confined to the face. Their patient experi- 
enced this neuropathy in the face in mild form: 
it disappeared after several months had elapsed. 


The Bacteriologic Diagnosis of Enteric 
Infections. By Albert V. Hardy, M.D.; Rich- 
ard P. Mason, Colonel, MC, USA; David Hame- 
rick, Ensign, MSC, USN; and Roland B. Mit- 
chell, Ph.D. Armed Forces Med. J. 4:541-553 
(April) 1953. 


Since enteric infections are a continuing and 
often a major problem in the Armed Forces, their 
bacteriologic diagnosis is of great importance in 
the Armed Forces laboratories. The authors point 
out that the best diagnostic facilities for these 
infections are those readily available, capable of 
handling large numbers of examinations and able 
to provide dependable findings as quickly as pos- 
sible. In the interest of effective control, the 
initial work, therefore, must be done in the small- 
er laboratories close to the problem rather than 
the usually far removed large central diagnostic 
laboratories. This work falls necessarily to tech- 
nicians since expert bacteriologists are rarely 
available in smaller laboratories. 

Accordingly, this article presents an outline 
of technics designed to serve as a practical guide 
for studies in the field, for smaller laboratories, 
and for workers of more limited experience with 
these organisms. The technics described are be- 
lieved best for others than widely experienced 
bacteriologists and were evolved in part through 
comparative studies in a Public Health Laboratory 
and, in part, through experience in the study and 
control of an extensive outbreak of enteric infec- 
tions in Korea. 
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Intrarenal Gas: Report of Case and Re- 
view of Literature. By G. Ashby Winstead. 
J. Urol. 68:423-429 (Aug.) 1952. 


Although the paucity of case reports in the 
literature indicates that gas bacillus infection of 
the kidney occurs infrequently, its serious import, 
when it does occur, makes early recognition and 
treatment important. A case of silent intrarenal 
gas bacillus infection with destruction of the kid- 
ney complicating a vaginal ureterolithotomy per- 
formed 12 years previously is described. Unfor- 
tunately, the gas-forming bacillus was not iso- 
lated. The intrarenal gas shadow was vividly 
demonstrated by roentgen studies. 

In his review of the literature the author noted 
that gas bacillus infections of the kidney com- 
plicated either renal or ureteral surgery in the 
majority of instances. In table form he summa- 
rizes the 30 cases reported prior to presentation 
of his case. 


The Physician, His Wife, and Govern- 
ment. By R. B. Chrisman Jr., M.D. Texas 
State J. Med. 49:366-368 (June) 1953. 


Addressing the Texas Medical Association in 
April 1953, Dr. Chrisman discusses federal trends 
and pays tribute to the A.M.A. Washington office. 
On the ground that “politics is citizenship in ac- 
tion,” he then graphically portrays the role of the 
physician and of his wife as citizens, emphasizing 
the role of women as “born crusaders” and declar- 
ing that “our participation in the political and 
civic affairs of our individual communities is the 
greatest foundation for successful citizenship.” 
As qualifications of good citizens he specifies 
registering and voting, serving the local commun- 
ity, and giving to all worth while campaigns. 

“Yes, doctors are citizens too!” he declares. 
“Just as citizenship begins as an obligation, it 
ends as a reward. To the degree that all our 
responsibilities as citizens are fulfilled depends the 
success of our personal and professional life. Each 
in his own way, according to his conception of 
duty, must practice the best citizenship he knows 
and the best medicine he knows. 

“Tn conclusion, let us not take for granted that 
freedom of the individual will continue without 
effort, but, rather, pledge ourselves today, tomor- 
row, and for the generations to come ‘to work for 
the freedom that works for us’.” 
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Indications for Segmental Resection and 
Local Excision in Pulmonary Surgery. By 
Hawley H. Seiler, M.D. Am. Surgeon 19:654-663 
(July) 1953. 


The author stresses the increasingly important 
role of segmental resection and local excision in 
the surgical treatment of pulmonary diseases. 
They are well established methods in the treat- 
ment of bronchiectasis and tuberculosis, he points 
out, and are also often indicated in the treatment 
of benign tumors, chronic lung abscess, cysts, 
blebs and bullae, mycotic diseases, metastatic 
tumors, arteriovenous fistulas, and certain indeter- 
minate and miscellaneous conditions. He dis- 
cusses the instances in which these procedures are 
usually considered applicable in these conditions. 

In summary, he observes that it is incumbent 
upon the thoracic surgeon to remove with the dis- 
ease as little normal, functioning lung tissue as 
possible, though not at the expense of the disease 
process. Such a procedure is possible in many of 
the benign conditions which affect the lung, but 
should not be considered in primary bronchogenic 
carcinoma. Many patients who possibly would 
not tolerate more extensive removal of lung tissue 
may now be subjected to surgery of this type. 


Acute Cholecystitis: Optimum Time for 
Surgical Intervention, Based on the Phy- 
siopathologic Picture. By Stanley Frehling, 
M.D., F.I.C.S. J. Internat. Coll. Surgeons 20: 204- 
206 (Aug.) 1953. 


Since the question of what is meant by early 
surgical intervention in acute cholecystitis remains 
controversial, the author turns to a review of the 
physiopathologic background of this disease, which 
is reasonably clear, as a basis for deciding an opti- 
mum time for surgical intervention. After con- 
sideration of the pathologic process of acute chole- 
cystitis, he concludes that the optimum time for 
surgical intervention is after the patient has been 
rehydrated and the electrolyte balance, plasma 
and blood cells have been restored, but before 
necrosis of the gallbladder has progressed to the 
point of perforation and the associated complica- 
tions. He observes that one may be limited to 
cholecystostomy for the “poor risk” patient with 
suppuration who cannot be better prepared for 
cholecystectomy. 
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Optimum Morale: Its Importance in an 
Army General Hospital. A Suggested Meth- 
od of Study. By J. A. Rudolph, M.D. Mil. Sur- 
geon 113:103-108 (Aug.) 1953. 


Along with the rise and fall of the physical 
condition of the hospitalized soldier there goes a 
rising and falling psychic condition, frequently 
designated as morale, state of mind, or degree of 
adjustment. The author contends that this ele- 
ment of his total personality is at least as per- 
ceptible and subject to recording as his physical 
condition and makes a plea for employment, by 
all the medical and administrative officers of the 
hospital, of a technic by which the patient’s psy- 
chologic condition would be carefully observed at 
all stages of hospitalization. A chart, based on 
observation of 300 cases over a two year period, 
is presented as a means to this end. It shows a 
downward tendency for the first few days, follow- 
ed by a sharp rise for some 18 days, but after the 
thirtieth day the decline in morale is rapid. A 
more definite and thorough psychosomatic ap- 
proach in the handling of patients is advocated, 
and discharge or return to duty of most patients 
at an earlier stage of hospitalization, before morale 
has fallen to a point where they are no longer 
good soldiers or even good citizens, is suggested. 


Cerebral Circulation and Metabolism in 
Pulmonary Emphysema and Fibrosis with 
Observations on the Effects of Mild Exer- 
cise. By P. Scheinberg, I. Blackburn, M. Saslaw, 
M. Rich, and G. Baum. J. Clin. Investigation 
32:720-728 (Aug.) 1953. 

Chronic pulmonary disease, particularly em- 
physema and fibrosis, may result in variable alter- 
ations in blood oxygen and carbon dioxide ten- 
sions, depending upon the severity of the disease. 
In this study, cerebral blood flow, oxygen con- 
sumption, and vascular resistance were measured 
in 22 patients with chronic pulmonary disease of 
moderate functional severity and were compared 
with like measurements in a group of normal con- 
trols of the same average age. The effects of mild 
exercise were studied in 12 of the patients. 

There was no significant difference in cerebral 
blood flow as measured by the intermittent sam- 
pling technic in 13 of these subjects as compared 
to the continuous sampling technic in the remain- 
ing 9 subjects. Mean values for cerebral blood 
flow, cerebral A-V Oz difference, cerebral oxygen 
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consumption, and cerebral vascular resistance did 
not differ significantly from these values for the 
normal control subjects. The correlation between 
cerebral blood flow and arterial ,CO2 was good, 
whereas no correlation was noted between cerebral 
blood flow and arterial ,O» or per cent arterial O» 
saturation. The effects of exercise on cerebral 
metabolic functions in these patients were variable 
and without a significant trend. A reduction in 
arterial ,H during exercise did not influence cere- 
bral blood flow. 

These studies re-emphasize the important rela- 
tionship between arterial ,CO2 and cerebral blood 
flow and demonstrate the relative unimportance of 
the clinical and spirometric severity classification 
on cerebral blood flow in chronic pulmonary 
disease. 


Prolonged Labor, Clinical Evaluation. By 
John R. McCain, M.D., Clarence L. Anderson, 
M.D., William M. Lester, M.D., and Joseph W. 
Pilkington, M.D. J. A. M. A. 153:695-699 (Oct. 
24) 1953. 

The 158 prolonged labors occurring among 
19,159 deliveries under the supervision of the 
department of obstetrics and gynecology of Emory 
University at Grady Memorial Hospital between 
July 1, 1948, and Dec. 31, 1951, are evaluated 
clinically. The incidence of prolonged labor was 
0.8 per cent. All of the mothers lived, but 33 of 
the infants died, an infant mortality rate of 20.9 
per cent. 

Primary uterine inertia was present in the 
labor of 145 patients and was the only etiologic 
factor recognized clinically in 121, or 77 per cent, 
of the cases. Because of the high incidence, this 
paper becomes, in effect, a clinical evaluation of 
primary uterine inertia as a cause of prolonged 
labor. In 31 cases fetopelvic disproportion was 
present, with 12, or 38.7 per cent, of infants lost. 
The infant mortality was 50 per cent in 12 cases 
of breech presentation, in those cases in which the 
babies weighed 4,000 Gm. or more, and also in 
those in which the patient was over 30 years of 
age. In 85 per cent of the prolonged labors the 
patients were primiparas. Fetopelvic dispropor- 
tion and/or presentations of the infant other than 
cephalic occurred in 65 per cent of the multiparas. 

Progress became arrested in 75 per cent of 
the cases before labor had lasted 24 hours. The 
cervix was dilated not more than 4 cm. in 100 
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patients at the time that the arrest of progress 
occurred. If progress became arrested, with the 
membranes ruptured and the presenting part still 
unengaged, over 50 per cent of the infants did not 
survive. The most effective treatment after the 
arrest of progress in patients with the amniotic 
membrane still intact was artificial rupture of the 
membranes. If the patients did not deliver within 
eight hours after the rupture of the membranes 
and the use of pituitary extract (unless contra- 
indicated), the results obtained by vaginal deliv- 
eries were found to be unsuccessful in half of 
the cases. The 43 patients in labor over 48 hours 
lost 40 per cent of their babies. The underlying 
causes of death for the infants were predomi- 
nantly intrapartum fever or operative delivery. 
The patients who had had fever for more than 
36 hours before delivery lost 81.2 per cent of the 
infants. Elevated temperatures during labor or 
operative procedures at delivery occurred in all 
except two of the cases in which the infant died 
after 48 hours of labor. 


The later pregnancies of the women whose 
prolonged labor had been caused by uterine in- 
ertia alone were delivered spontaneously, after 
short labors, with excellent results for the infant. 
In the patients with prolonged labor complicated 
by fetopelvic disproportion, over 50 per cent of 
later infants were delivered by cesarean section. 


Prolapsing Ureterocele. By Louis M. Orr 
and (by invitation) James B, Glanton. Tr. Am. 
A. Genito-Urin. Surgeons 44:204-210, 1952. 

First described as early as 1835, ureterocele, 
or intravesical cyst of the ureter, is defined as an 
intravesical ballooning of the distal end of the 
ureter with involvement of all the component 
layers of the ureteral wall although that of the 
middle coat is usually minimal. The several etio- 
logic theories and the classification, symptoma- 
tology and treatment of this relatively common 
lesion are discussed. Prolapsing ureterocele, how- 
ever, is not common and, in addition to the symp- 
toms and complications associated with simple 
ureterocele, is further complicated by producing 
varying degrees of vesical neck obstruction. Gan- 
grenous changes of the prolapsed mass must also 
be considered. In differentiating prolapsed ureter- 
ocele from prolapse of the ureter it is only neces- 
sary to observe that in ureterocele there is a def- 
inite ballooning out of the smooth mucosal sur- 


face, whereas in urethral prolapse there is merely 
an eversion of the mucosa. 

In the case reported, prolapsing ureterocele 
occurred in a white female infant aged 11 months. 
The authors list 46 cases collected from the litera- 
ture and believe their case is the forty-seventh to 
be recorded. Surgical correction was instituted in 
the form of an ureteronephrectomy and extraure- 
thral excision of the ureterocele. The pathologic 
examination of the specimen confirmed the initial 
diagnosis of prolapsing ureterocele with a resultant 
hydroureteronephrosis, above which was a double 
ureter with a common ureteral orifice. The small- 
er accessory ureter did not communicate with the 
renal pelvis, but ended blindly at the base of a 
congenital renal cyst. Complete continence of 
urine has been maintained, and the patient has 
remained well. 


Treatment of Perennial Rhinitis. By 
James H. Putman, M.D. South. M. J. 46:1134- 
1138 (Nov.) 1953. 


Allergic rhinitis, the commonest respiratory 
allergic disease encountered, is discussed from the 
standpoint of the clinical picture, causative fac- 
tors, diagnosis, treatment, and symptomatic meas- 
ures. Although it is important in its resulting 
consequences and the best time for diagnosis 
and treatment is in the early stage, nevertheless 
for various reasons this condition is neglected, 
long unrecognized and poorly treated. The author 
is of the opinion that good results can be antici- 
pated if thorough investigation and treatment 
along allergic lines are carried out. 


Subacute Disseminated Lupus Erythe- 
matosus in the Negro Male; Report of a 
Case. By Warren Lindau, M.D. South. M. J. 
46:1099-1102 (Nov.) 1953. 


A case of disseminated lupus erythematosus 
occurring in a Negro man is reported and dis- 
cussed. The diagnosis was made clinically and 
corroborated by an L. E. test giving positive re- 
sults. Findings at autopsy confirmed the diag- 
nosis. The disease was of the subacute type, the 
patient surviving for three years after the onset 
of the illness. The author found only 4 cases of 
disseminated lupus erythematosus in a Negro male 
reported in the literature, making his case the 
fifth to be recorded and also the first of the sub- 
acute form in such a patient, for in the other 4 
cases the acute form of the disease was present. 
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This May Journal carries the new officers 


and committeemen with the exception of 


the president-elect, vice presidents, secre- 


tary-treasurer and editor of The Journal. 


The names of these officers are omitted be- 


cause the May Journal went to press before 


the election of officers by the House of Dele- 


gates, April 28. 


All new officers will be listed in your 


June Journal, as will the personnel of The 


Journal staff for 1954. 
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NOTICE 

This May Journal carries the new 
officers and committeemen with the ex- 
ception of the president-elect, vice 
presidents, and _ secretary-treasurer. 
The names of these officers are omitted 
because the May Journal went to press 
before the election of officers by the 
House of Delegates, April 28. The old 
editorial staff of The Journal appears 
above since election of the editor and 
appointment of other staff members 
had not taken place. 

All new officers will be listed in 
your June Journal, as will the person- 
nel of The Journal staff for 1954. 


Administration Reinsurance Plan 

On March 11, bills were introduced in the 
House and Senate to carry out the plan of the 
present administration for reinsuring prepaid 
health insurance plans. The program, as explained 
by the Department of Health, Education, and 
Welfare has the following objectives: ‘The pro- 
gram would not reinsure . . . a particular policy- 


holder nor .. . a carrier as such. It would protect 
the carrier against bad experience in the aggregate 
under a particular reinsurance plan. Only abnor- 
mal losses and those in excess of anticipations 
would be reinsured. . . The carrier would share 
in paying these abnormal losses (U. S. share 
limited to 75%). . . The program is designed to 


encourage carriers to experiment more broadly 
and rapidly. . . Success would depend entirely 


on voluntary action by (carriers).” 


A federal appropriation of $25,000,000 would 
start the program, and it is expected that the 
fund would be made self-sustaining within five 
years by scaling premiums to match expenses, 
with the government advance to be repaid. The 
federal obligation would not extend beyond the 
money in the reinsurance fund, or in separate 


funds if they are established. 


The responsibility for administration would 
rest with the Secretary of Health, Education, and 
Welfare, who would also fix rates of reinsurance 
and could cancel contracts for cause. State insur- 
ance authorities would be used to the maximum 
extent. 


With the approval of the Secretary, private 
insurance companies, voluntary nonprofit asso- 
ciations such as Blue Cross and Blue Shield, and 
other voluntary groups could participate by com- 
plying with specified conditions and standards. 
The Secretary would establish terms, conditions 
and requirements for types of plans. Objectives 
given major consideration would be: extension of 
coverage to persons not now protected, extension 
to new geographic areas and provision of benefits 
and services not now readily available. To win 
approval, plans would have to be (a) financially 
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sound, (b) operating according to state law, and 
(c) worthy of public confidence. The Secretary 
would specify minimum benefits and waiting pe- 
riods, and set up safeguards against undue exclu- 
sions based on such factors as pre-existing con- 
ditions and specific illnesses. Plans of a given 
kind or type could be reinsured only if reinsur- 
ance, on comparable terms and conditions, were 
not available from private sources. 


The Secretary would appoint a National Ad- 
visory Council on Health Service to serve in an 
advisory capacity and make recommendations. 
Four of its 12 members would have to be experi- 
enced in the administration of health plans. In 
addition, the Department would maintain a tech- 
nical advisory and informational service to assist 
health plans without cost. The information serv- 
ice would conduct studies and collect and dis- 
tribute information on the organizational, ac- 
tuarial and other problems of health insurance. 


The House committee began hearings on 
March 24 with Secretary Hobby the first to tes- 
tify. She stated that although the Administration 
believes the program holds great promise, it has 
the following limitations: (1) it can only help 
those who can and are willing to include health 
insurance premiums as a necessary part of the 
budget and those covered by employer-maintained 
plans; (2) it “may not immediately” solve the 
problem of coverage for those who are now aged 
or chronically ill, and (3) success of the plan 
depends on willingness of carriers to make use of 
the plan and to assume new and broader risks. 
Mrs. Hobby said reinsurance to plans that fur- 
nish their own medical care could be offered, pro- 
vided they place control over the manner in 
which medicine and dentistry are practiced solely 
in licensed members of the profession. She also 
stressed that (1) the bill forbids exercise of any 
supervisory or regulatory control over any carrier, 
hospital or other facility, except as specified in 
the act, and (2) the program would be wholly 
voluntary and no individual plan would be rein- 
sured if it could be reinsured privately. 


On April 1 the American Medical Association 
reached a policy decision on this bill. Its position 
was outlined in testimony before the House In- 
terstate and Foreign Commerce Committee on 
April 5 by Dr. David B. Allman, a trustee and 
chairman of its committee on legislation. “A fed- 
eral reinsurance system,” he said, “such as pro- 
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posed by the bill could not be expected to achieve 
the objectives set forth in this legislation. In ad- 
dition, the measure as drawn would place exten- 
sive regulatory power in the Secretary of the 
Department of Health, Education and Welfare. 
The concentration and delegation of such poten- 
tial power and control over a vital branch of 
American industry in a department of the Execu- 
tive Branch of the government without clear and 
convincing evidence of need is extremely difficult 
to justify. 

““Let me reiterate that we believe the sponsors 
of this proposal are deserving of commendation 
in attempting to spread voluntary health insur- 
ance through private initiative. Nevertheless it 
is the belief of the American Medical Associa- 
tion that the bill will not fulfill its intended pur- 
pose and may, in fact, inhibit the satisfactory 
progress which is now being made by voluntary 
insurance companies. For these reasons it is the 
recommendation of the Association that this bill 
should not be reported favorably by this Com- 
mittee.” 

The United States Chamber of Commerce and 
national spokesmen for the insurance industry 
took about the same position. 


Physicians’ Viewpoints on Medical 
Problems 


To get the general viewpoints on some of the 
key medical issues confronting the medical pro- 
fession today, a questionnaire was distributed to 
physicians attending six regional legislative con- 
ferences held in San Francisco, Denver, Dallas, 
Atlanta, Chicago and New York early this year. 
The Committee on Legislation of the American 
Medical Association, sponsor of these conferences, 
received 229 responses to the queries. 

One question was: Do you favor or are you 
opposed to the extension of social security to in- 
clude physicians? Eighty per cent were opposed, 
and 20 per cent favored this extension. 

Another question asked if they favored or 
opposed the A. M. A. position regarding veterans 
care for non-service-connected disabilities. Eighty- 
five per cent favored it, and 15 per cent were 
opposed. 

Still another question asked whether they fa- 
vored or opposed the Bricker amendment. In this 
instance, 79 per cent favored it, and 21 per cent 
were opposed. 
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The 80 per cent opposition to the first ques- 
tion was bettered in a poll of Arkansas physicians. 
Spurred by a New Jersey Congressman’s state- 
ment that rank and file doctors favor inclusion 
under social security despite A. M. A. opposition 
to the proposal, Paul C. Schaefer, executive sec- 
retary of the Arkansas Medical Society set out 
to learn if the Congressman knew what he was 
saying. Nearly three fourths of the 1,230 phy- 
sicians in Arkansas replied to his questionnaire, 
and 85 per cent of them opposed doctors’ inclu- 
sion under social security. The poll, Mr. Schaefer 
said, not only proved that doctors want no part 
of this type of compulsory “insurance” from the 
government, but it also made conscious of the 
pending legislation many who previously had 
given no consideration to the bill. 


In Florida, the Committee on Legislation and 
Public Policy of the Florida Medical Association, 
under the chairmanship of Dr. H. Phillip Hamp- 
ton, sent out a questionnaire to 2,330 members of 
the Association on the matter of extension of 
social security to include physicians and received 
1,585 replies, a 68 per cent return. Eighty-two 
per cent were opposed to the extension, 64 per 
cent unconditionally and 18 per cent unless the 
$75 minimum on maximum earnings to receive 
benefits was substantially raised or eliminated. 
Eighteen per cent favored the measure. A par- 
ticularly large number wrote in their preference 
for the Jenkins-Keogh type of legislation, which 
would permit self-employed persons to defer in- 
come tax payments on a portion of their earnings 
to be paid into restricted annuity plans. 


With regard to the Bricker plan, it is note- 
worthy at this writing that the proposed consti- 
tutional amendment limiting the power of the 
President to make international agreements may 
be reconsidered, following its one vote failure to 
pass the Senate on February 26. On that date the 
Senate voted 60 to 31 to pass an amendment pro- 
posed by Senator George (D., Ga.) as a substi- 
tute for the amendment sponsored by Senator 
Bricker (R., Ohio). With a two-thirds vote re- 
quired to send the resolution on to the House, 
the proposal carrying Senator Bricker’s support 
at that stage, appeared dead. Several days later, 
however, Senator Lennon (D., N.C.), who was 
not present for final voting, but who was reported 
in favor of an amendment, filed a motion to re- 
consider the February 26 action. His motion can 
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be brought up at any time during the remainder 
of this session by a simple majority and should 
it pass, then full debate would be resumed on the 
George amendment and an opportunity afforded 
Senators to change their vote. 

The George amendment provides for enabling 
legislation by the Congress when any internation- 
al agreement affects internal affairs; such legis- 
tion would require a majority vote. No enabling 
legislation would be necessary for treaties, al- 
though this was one of the key points in the 
Bricker proposal. On the question of treaty rati- 
fication, the George resolution requires a rollcall 
vote. 

For those who favor some check on interna- 
tional agreements, the five week Senate debate 
on the amendment offered much to encourage, 
even though the resolution failed. The well pub- 
licized debate certainly interested a wide section 
of the public in the issue. Nearly two thirds of 
the Senators are now on record as wanting to 
curb executive agreements; one less opposition 
vote and the resolution would have carried by the 
required two thirds. Too, the sponsors of the 
resolution now know, as a result of the several 
separate votes, just which Senators oppose any 
sort of check, and which favor a restraint of 
some kind. Florida’s Senators voted for the 
George amendment. 

This legislation is very much the business of 
the medical profession. Did you, Doctor, express 
your appreciation to your Senator for the stand 
he took? Or your displeasure at the way he 
voted? Did you apprise him of your views dur- 
ing the five week period of debate? The Amer- 
ican Medical Association supports a constitutional 
amendment along the lines proposed by Senators 
Bricker and George. It points out that without 
a change in the Constitution the social structure 
of the country, including the practice of medi- 
cine, can be altered by international agreements 
which can become domestic law even without 
enactment of Congressional legislation. Every 
practitioner of medicine would do well to keep 
informed on this matter for unless a safeguard is 
written into the Constitution, it is altogether pos- 
sible that future international agreements will 
impose upon the profession and the nation social 
and medical care programs that the Congress it- 
self would never enact. The Journal repeatedly 
has warned editorially of this insidious approach 
to socialized medicine. 
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Lay Medical Journalism 
Upbeat and Downbeat 


The false hopes inspired by medical articles 
in lay magazines have become more and more of 
a problem for the physician. Magazines continue 
to deluge an avid public with a little learning that 
has become a dangerous thing, disrupting peace 
of mind and body far more than honest accep- 
tance of the facts. What physician has not had 
patients, or their relatives, brandish some maga- 
zine article and demand to know why the partic- 
ular treatment described has not been tried? 

Popularization in this respect has gone too 
far in the opinion of a respected veteran writer 
of medical and psychologic articles for mass cir- 
culation magazines. In “Medical Journalism — 
With and Without Upbeat” Edith M. Stern re- 
cently discussed the pros and cons of this type of 
journalism.! The changing trend, as she depicts it, 
should offer some measure of welcome relief to the 
medical profession. 

Since expert checking before publication is 
usually sought by reputable writers and editors, 
“factual inaccuracy as a rule is least among the 
factors which transmute what should be merely 
a report on a hopeful experiment into joyous hail- 
ing of a sure cure.” One major factor is readers’ 
wishful thinking. Another is the need of the highly 
competitive magazines for scoops, which leads to 
playing up new medical discoveries before time 
and further research play them down. 

What physician will question the conclusion 
that medical articles cannot be properly appraised 
under the driers in beauty parlors or in train and 
plane seats? Rather, the author observes, they 
can be property evaluated only in the perspective 
of medical libraries where, a wise old physician 
once told her, “You can find anything on either 
side of everything.” 

It seems it is the “upbeat,” intrinsic in the 
formula for such articles, that is the chief cause 
of mass euphoria. The upbeat, to use the trade 
term, must be optimistic, encouraging, construc- 
tive, to keep the readers receptive to the upbeats 
in the advertising pages. True enough, the down- 
beats are there — shock treatment benefits are not 
always permanent, chest x-rays do not certainly 
detect lung cancer — but they are faint, and the 
tangential qualifying paragraph is apt to be lost 
in the plethora of words “angled” positively. 

This torrent of popularization, as the doctor 
well knows, promotes undue fears as well as hopes. 


“Infantile paralysis, that hardy summer perennial 
on magazine covers, has been dramatized out of 
all proportion to its incidence,” the author con- 
cedes. “Cancer, admittedly softpedaled for too 
long, has become terrifyingly fortissimo.” Articles 
about dread diseases accord lip service to expert 
consultation — “see your doctor” becomes a fa- 
miliar slogan — but here, too, the formula calls 
for throwing an idea out of focus. Self help is the 
upbeat, especially for women readers; the empha- 
sis is on their doing something themselves about 
something. 


This experienced author sees a tendency to 
correct some of the impressions made. “Caution” 
rather than “Eureka” is now the keynote in ar- 
ticles about antibiotics. Recently there has been 
mention of “disproportionate dread” of polio and 
even the suggestion that there are times to say 
“don’t” to a child. These are signs that a saner 
approach may be in the offing. 


The remedy suggested is not a moratorium on 
lay health articles, nor even the equivalent of 
“passing a law” to restrict medical information to 
polysyllabic journals. The simple prescription 
for ending the wrong kind of popularization is: 
“Publishers and publishers, editors and editors, 
writers and writers must make gentlemen’s agree- 
ments among themselves never again to distort 
‘This is so’ into ‘This is it!’ or to fan cool facts 
into hot news. All of us, no worse off competitive- 
ly than we are now, ought to eat as well — and 
we would sleep better!” Most any physician 
would be happy to subscribe to that prescription 
and wish the writers sweet dreams. 


1. Stern, Edith M.: Medical Journalism — With and With- 
out Upbeat, The Saturday Review, Jan. 9, 1954, p. 9. 


Hyacinths for the Soul 


Throughout the 1953-1954 year concluded 
only a few days ago, the pithy remarks, sage 
observations and wise counsel appearing on the 
President’s Page in The Journal gave pleasure 
and benefit to the members of the Association 
and brought them closer to their leader in under- 
standing, objectives and outlook. Each monthly 
message was timely and to the point. 


The March message from Dr. Herpel’s pen 
was peculiarly suited to linger in the memory — 
indeed to serve as a welcome prod from time to 
time. “Broaden your horizon and widen your 
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margins” was the plea. The busy physician, en- 
grossed in a modern medical or surgical practice 
is ready prey to the heavy professional demands 
day in and day out. It is easier to narrow than 
to broaden the horizon, harder to resist sinking 
into the groove of professional drive for success 
to the exclusion of other interests which likewise 
have valid claim. “Like a book whose contents 
fill all pages, leaving no room at the margins for 
casual notes during the reading thereof, so the 
life with a limited horizon fails to reach its ful- 
filment, and cannot attain the peak of service to 
which it should aspire.” 

In the quest for broader horizons and wider 
margins, the lift of the spirit will indeed more 
than compensate for the extra effort as well as for 
any material loss incurred. Dr. Herpel’s prescrip- 
tion is good medicine: 

“Do not be cramped in your outlook; laugh 
and be merry on occasion; be interested in those 
about you, and in what they are thinking and 
doing; have a care, unselfishly, for the ultimate 
good of all men, without regard for personal gain 
or glory; take an active part in community ac- 
tivities side by side with men of other professions 
and businesses; rub shoulders with the man in 
the street and get in touch with those about you.” 

It was an ancient Persian poet who said: “If 
thou hast two pennies, spend one for bread. With 
the other buy hyacinths for thy soul.” A poetic 
turn of phrase, of course. But hard sense as well 
and in keeping with Dr. Herpel’s philosophy. Buy 
hyacinths for your soul, and their fragrance will 
pervade and enrich your professional life. 


Physicians’ Military Service Outlook 


During the next fiscal year, which begins on 
July 1, the Department of Defense will need 
about 4,500 physicians and expects that all hos- 
pital interns and residents obligated for military 
service will have to be called to active duty. As- 
sistant Secretary Berry, in charge of medical and 
health matters for the Department, stated recent- 
ly, however, that the demand may not be as heavy 
during the first half of the period because of a 
backlog of 1953 medical school graduates and a 
small number left over from Priority I. He urged 
hospitals to make short term arrangements for 
those facing almost inevitable call so that they 
“will have a means of livelihood and also the 
opportunity to continue their education, as well as 
to contribute to the needs of the hospitals,”’ while 
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they await orders the last six months of this year 
and the first six months of next year. 


The National Advisory Committee to Selec- 
tive Service advises that after July 1, 1955, all 
physicians with military obligations should obtain 
commissions during their internships. Doing so 
will remove them from the jurisdiction of their 
draft boards, and allow the Department of De- 
fense to request delay in call for men the Depart- 
ment recommends for additional training. This 
information was also contained in a statement 


from Dr. Berry. 


In addition, the result of a poll of medical 
school deans was presented by Dr. Berry. The 
deans were requested to ask fourth year students 
four questions: 1. If given free choice, which 
service would you prefer? 2. Do you prefer to 
serve your time immediately following internship? 
3. Or following internship and one year of hos- 
pital training? 4. Or following full residency 
training? The Army was the choice of 27 per 
cent of the students, while 37 per cent preferred 
the Navy and 36 per cent the Air Force. Military 
duty immediately following internship was pre- 
ferred by 39 per cent, after two years of hospital 
training by 15 per cent, and after full residency 
training by 46 per cent. 


A. M. A. Clinical Session 
in Miami Meets One Day Earlier 


The Clinical Session of the American Medical 
Association, which this year is scheduled to be 
held in Miami, will begin on Monday, November 
29, and end on Thursday, December 2. Usually, 
the Clinical Sessions begin on Tuesday. The 
change was made recently by the A. M. A. Board 
of Trustees in order to give those attending the 
Miami session a longer weekend, either following 
or preceding the meeting. The Thursday before 
the session opens is Thanksgiving Day. 


Seattle was chosen by the Board as the host 
city for the 1956 Clinical Session. The Clinical 
Sessions have been held in various sections of the 
country, coming this year for the first time to the 
far Southeastern section. The Seattle meeting 
will be the first to be held in the far Northwest. 
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Gamma Globulin Status 


Spokesmen for the Health Resources Advisory 
Committee of Office of Defense Mobilization 
have announced that “ODM is prepared to con- 
tinue administering the distribution of gamma 
globulin for polio next summer, provided a satis- 
factory plan is agreed upon. . . But (regardless) 
there would seem to be no reason . . . why it could 
not be distributed . . . and used by doctors as 
they see fit.” 

Earlier, a committee of experts sponsored by 
the United States Public Health Service an- 
nounced after evaluating nationwide data on last 
summer’s inoculations that gamma globulin inocu- 
lations have demonstrated no beneficial effects. 
This group, composed primarily of physicians, 
made its findings public after a three day session 
at the PHS Communicable Disease Center in At- 
lanta, Ga. The report stated: (1) Observation of 
communities where mass child inoculation was 
carried out does not provide sufficient evidence 
to determine the efficacy of the serum in prevent- 
ing the disease or alleviating its effects. (2) Mass 
inoculations usually occurred after the epidemic 
peak, thus reducing evidence of its effect on the 
epidemic. (3) Family-contact administration of 
the serum (where all household members were 
inoculated immediately upon recognition of a 
polio case) did not appreciably lessen subsequent 
family incidence of paralytic polio. (4) Inocula- 
tion of exposed persons caused no measurable 
difference in the severity of ensuing paralysis. 
(5) More experience and greater opportunity for 
scientific investigation are necessary for proper 
evaluation of gamma globulin in mass inocula- 
tions. 


Study Pesticide Poisoning Problem 


Both physicians and the public are to be kept 
informed on the uses and dangers of various 
drugs, chemical products and pesticides used in 
and around the home. The Committee on Pesti- 
cides of the American Medical Association is un- 
dertaking a program for this purpose, and a com- 
panion group has been organized under the Coun- 
cil on Pharmacy and Chemistry. Their efforts 
will be integrated with those of other medical 
agencies conducting studies on health problems 
of household chemicals, 


So far, the committee has compiled lists of 
trade names and case histories of poisonings from 
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household chemicals. In addition, it has devel- 
oped criteria for evaluating the safety of toxic 
materials and has prepared an exhibit, a radio 
transcription series, and a pamphlet urging the 
public to guard against poisonings resulting from 
household chemicals. 

A physician member of the Congress, Rep. A. 
W. Miller (D., Neb.), has been warmly com- 
mended by the House Interstate and Foreign 
Commerce Committee for his work in bringing 
the many divergent interests together on a bill for 
more careful control of pesticide chemicals used 
in agricultural products. The bill results from a 
long series of hearings, starting three years ago. 
The main provision of the bill, Dr. Miller ex- 
plained, requires that a tolerance be established 
before any pesticide can be put on the market. It 
also provides temporary tolerance for experi- 
mental purposes. 


Graduate Medical Education 
Short Course July 12-16 


The dates for the Twenty-Second Annual 
Graduate Short Course are later than has been 
customary in the past. The lectures will be pre- 
sented the week of July 12-16 instead of late in 
June as heretofore because of the annual meeting 
of the American Medical Association at that 
time. The meeting place is as usual the George 
Washington Hotel in Jacksonville. The course 
will be concluded on Friday instead of Saturday 
noon as formerly. The Committee on Medical 
Postgraduate Course will be pleased to have the 
reaction of the members of the Association both 
to the change in dates and to the shortening of 
the course to five days. 


Dr. Robert E. Cooke of Yale University will 
present the lectures on Pediatrics, Dr. Conrad G. 
Collins of Tulane University those on Gynecology, 
and Dr, Hans Lowenbach of Duke University 
those on psychiatry. As previously announced, 
Dean George T. Harrell of the University of 
Florida will lecture on Medicine, and Dr. H. Bar- 
ton McSwain of Vanderbilt University will give 
the lectures on Surgery. The detailed program 
will be announced in the June issue of The Jour- 
nal. 


Rearrangement of the schedule incident to 
conflicting dates has necessitated postponement 
of the Seminar on Hematology planned for July 
8-10, immediately preceding the Short Course. 











832 OTHERS ARE SAYING 


This course is now being scheduled for Novem- 
ber, and a nationally outstanding lecturer tenta- 
tively has been secured. It is expected that defi- 
nite announcement regarding this Seminar will be 
made in the June Journal. 

The Florida Clinical Diabetes Association will 
hold its second annual meeting at the San Juan 
Hotel in Orlando on October 21-22. In conjunc- 
tion with this meeting there will be a two day 
Seminar on Diseases of Metabolism with particu- 
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lar reference to diabetes mellitus. The association 
and the Department of Medicine of the Graduate 
School of the University of Florida have secured 
two distinguished lecturers, Dr. H. B. Mulholland 
of the University of Virginia, who was well re- 
ceived when he appeared on the program in Lake- 
land in 1951, and Dr. Joseph T. Beardwood Jr., a 
distinguished internist of Philadelphia, who is well 
known for his studies in diabetes mellitus. 


OTHERS ARE SAYING 


Medical Outlay Rises 


Spending for health soared last year to an all- 
time high as the U.S. public paid out $2.7 billion 
to physicians alone (the 1951 figure: $2.5 bil- 
lion). 

Nor were M.D.s the only practitioners who 
received substantial sums. According to a Depart- 
ment of Commerce “Survey of Current Business,” 
dentists had their first billion-dollar year; osteo- 
paths earned $128 million; and chiropractors took 
the public to the tune of $98 million. 

How do such figures compare with other “per- 
sonal consumption expenditures” (to borrow a 
term from the survey)? Answer: Health spend- 
ing in 1952 was still just a drop in the bucket. 

To pay for beauty care and aids, the nation 
laid $2.5 billion on the line. And for tobacco, 
pipes, and the like, $5 billion went up in smoke. 
—Panorama, Medical Economics, October 1953 


Frozen orange juice remains the fastest mov- 
ing item on the grocer’s shelf. Recently an Agri- 
culture Department spokesman said that Ameri- 
cans are drinking it faster than it can be proc- 
essed. This year 55,000,000 gallons will be con- 
sumed. Thirty per cent of the nation’s families 
now use it. The demand for frozen orange juice 
is running 24 per cent ahead of the supply. 

—The Pennsylvania Medical Journal, 
December 1953 


Statistics show that only 5 per cent of the doc- 
tors in this country are women, as compared with 
17 per cent in England and more than 50 per 
cent in the Soviet Union. 

—Current Medical Digest, July 1953 


Idealism in Medicine 


Years ago a young man of our acquaintance, 
who was an honor student at college, was accept- 
ed by a Boston medical school. He did such 
good work that he ended the first semester with 
a score of seven A’s in seven subjects. But he was 
asked to leave. The reason given was that the 
student’s interest in medicine was mercenary. For 
that reason he would not be a credit to the med- 


ical school after graduation. 


This courageous stand may have had a chas- 
tising effect on the young man. It certainly had 
a salutary effect on the minds of others in the 
class. The purpose of medical training was made 
very clear. In case we have forgotten, it is to use 
our talents and training to alleviate human suf- 
fering and to promote human health. Secondarily, 
we try to make a decent living. 


The display of great wealth, where it is in 
obvious contrast to the illnesses of people with 
limited means, is in poor taste. It is not surpris- 
ing if such display generates resentment. The 
medical school in question is to be complimented 
on its insistence on high ideals as well as high 
standards of scholarship. It would have been even 
better to be able to cull the mercenary type before 
admission. Much effort is spent in trying to do 
this, and this effort should be sustained and in- 
creased. The future of Medicine is no brighter 
than the ideals of its members, and the founda- 
tions for high professional standards are laid long 
before admission to medical school. 


—Norfolk Medical News (Massachusetts) 
December 1953 
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Better County Society Programs 


Progress in the medical profession has not 
been limited to advances in medical therapeutics 
and new surgical techniques. Medical progress 
also implies improved standards of medical ethics 
along with better understanding among phy- 
sicians. Advances in this area can be facilitated 
in the future through better organized and more 
frequent meetings on the county society level. 

Formerly, around the turn of the century, 
there was prevalent a “root-hog-or-die-poor” type 
of ethics, and postgraduate training was limited 
to the fortunate few. But now, in this age of 
rapid advances in medical knowledge, the phy- 
sician can no longer complete his medical train- 
ing, hang out his shingle, ignore his fellow phy- 
sicians and practice medicine the remainder of 
his life without further training. Few, if any, 
physicians in present day practice would con- 
sider such a plan. 

Today, the activities of the county society are 
considered an important part of the ‘“postgradu- 
ate” training of the practicing physician. But, 
unfortunately, many small societies have been 
handicapped by their small membership. Scien- 
tific programs are held rarely or not at all. The 
members have been unable to attract well-trained 
speakers. To combat these disadvantages in size, 
several small county societies have joined together 
to form larger and better organized groups. Ex- 
amples include the Randolph-Terrell, and Chero- 
kee-Pickens Societies. 

An objection to this scheme has been raised. 
It is maintained that the small county loses its 
identity and representation at the state conven- 
tion when it merges with another society. For this 
reason several county societies are holding joint 
scientific meetings and retaining the integrity of 
their individual societies through separate busi- 
ness meetings. 

Stephens and Habersham County Medical So- 
cieties are following this plan. Joint scientific 
meetings, alternating between Toccoa and Cor- 
nelia, are held by the two societies. Separate 
business meetings are held. 

The hope of the medical profession today lies 
in the maintenance of a solid front against gov- 
ernment administered medicine. This can only 
be assured by a unity of purpose among its in- 
dividual members. It is felt that joint scientific 
meetings between small societies will promote bet- 
ter understanding between small, widely scattered 
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groups and can make available to these groups 
more qualified speakers. The plan is recom- 
mended to other small county societies in Georgia. 
George T. Nicholson, M.D. 
—Journal of The Medical Association of Georgia, 
December 1953 


“Patients Are People” 


Perhaps the most frequently heard criticism 
of physicians is that they have become impersonal 
in their relations with patients. Medical leaders 
and others in the medical profession who have 
spoken on this subject have not hesitated to 
admit that to a considerable extent this is true. 
Among the major reasons given are overemphasis 
on science to the exclusion of the art of medicine, 
and specialization. 

Dr, Josephine E. Renshaw, whose topic was 
“Patients Are People,” is one of those who is 
inclined to go along with this view: People, she 
said, are asking, “Where is the old family doc- 
tor?” Dr. Renshaw contends that it is not the 
old family doctor people want but his sympathy 
and understanding. 

She urged that whenever the opportunity of- 
fers, even when the patient comes in for routine 
examination, doctors not overlook the importance 
of the human touch. There are procedures in 
such examinations which, she said, “shock the 
patient’s dignity. The experience is frightening to 
him.” This could be minimized by doctors if 
they would take the time to explain the reasons 
for the procedure and what the trouble is. If this 
were done, she said, “patients won’t be running 
off to look up their troubles and cures in maga- 
zines.” 

—Medical Annals of the District of Columbia, 
January 1954 


Why Doctors Don’t Read Their Mail 


Doctor George F. Lull, Secretary, A.M.A., 
said: ‘“‘Now I know why many doctors don’t read 
all of their mail. The New England Medical 
Journal recently reported one doctor who received, 
from May 1, 1952 to April 30, 1953, a total of 
3,305 pieces of direct mail advertising, with 2,883 
pieces coming from pharmaceutical manufactur- 
ers. Products used in the treatment of cardio- 
vascular disease headed the list. Antibiotics and 
sulfonamides came next.” 

—Nassau Medical News (New York), 
December 1953 
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Births 


Dr. and Mrs. Edward G. Jeruss of Miami announce 
the birth of a son, Jeffrey Glenn, on March 4, 1954. 

Dr. and Mrs. Louis A. Wilensky of Jacksonville an- 
nounce the birth of a son, Robert Bruce, on March 11, 
1954. 

Dr. and Mrs. Thomas Armour Jr. of Coral Gables 
announce the birth of a son, James Calhoun, on March 
13, 1954. 


Deaths — Members 


Kennedy, David R., Paducah, Ky..............March 24, 1954 
Boling, John R., Tampa.......................:.:-......Aprl 12, 1954 


Deaths — Other Doctors 
Foy, Eugene T., Pensacola......................... Feb. 26, 1954 


Medical Officers Returned 
Dr. Edward F. Meares, who entered military 
service on Jan. 31, 1951, was released from active 
duty on Jan. 31, 1953 with the rank of lieutenant, 
jg (MC), U. S. Naval Reserve. His address is 
Fairfield State Hospital, Newtown, Conn. 





NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Alterman, Seymour L., Miami Beach 

Anderson, Russell L, (Col.), Tallahassee 

Andrews, Robert J., Miami 

Berezney, Paul L., St. Petersburg 

Berry, Carl Z., St. Petersburg 

Bixler, Thomas J., Tallahassee 

Caldwell, Frederic E., Mary Esther 

Capi, Andre S., Hollywood 

Carlisle, James M., Pensacola 

Coggan, George M., Sarasota 

Coggins, Deborah R., Boca Grande 

Cohen, Maurice, Crestview 
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Conrad, Elmer R., Fort Lauderdale 
Cornille, Alfred J., Fort Pierce 
Cullen, Marvin L., Tampa 
Denham, Sam W., Jacksonville 
Frell, Joseph C., Miami Springs 
Giffin, Allyn B., St. Petersburg 
Glennan, Thomas L., Green Cove Springs 
Golinvaux, C. J., Surfside 

Guest, Maurice C., Orlando 

Haston, Hugh B. Jr., Jacksonville 
Hilbert, Gerard H., Pensacola 
Hobach, George B., St. Petersburg 
Hutchins, Paul F., Jacksonville 
Jeruss, Edward G., Miami 

Kafka, Richard M., Tampa 

Kobak, Mathew W., Miami Beach 
Langston, Richard J., St. Augustine 
Lev, Maurice, Miami Beach 
McIntyre, Clifford E. L., Fort Lauderdale 
McKeever, Robert J., St. Petersburg 
Meitus, Marvin L., Miami Beach 
Mickley, John H., Hollywood 
Miller, Allen L. Jr., Pensacola 
Morse, Alexander E. Jr., Mount Dora 
Neil, Robert L., Clearwater 
Osterman, Floyd A., Fort Lauderdale 
Parker, Howard A., Valparaiso 
Peretti, Alfred P., Palatka 

Register, Samuel T., Clearwater 
Rozier, Jacob R., Winter Park 
Scandiffio, Mario V., North Miami 
Schlapik, Daniel D., Miami 

Shulack, Norman R., Miami 
Silverstone, Eugene H., Coral Gables 
Simpson, James W., Orlando 

Smith, Sidney, Bradenton 

Tainter, Rolfe, Winter Park 
Wellborn, Walter H., Tampa 
Zavertnik, Joseph J., Miami 
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Dr. Donald H. Gahagen of Fort Lauderdale 
was a guest speaker at a meeting of the Rotary 
Ann Club of Hollywood in March. 

Sw 

Dr. J. M. Ingram Jr. of Tampa spoke on the 
medical aspects of cancer at the Regional Cancer 
Crusade Meeting of the Florida division in Tampa 
in February. Dr. Marshall E. Smith of Tampa 
talked on the tumor clinic, and Dr. Thomasson 
P. Dann of St. Petersburg explained the impor- 
tance of public education. 

Vw 

Dr. Raymond R. Sessions of Kissimmee has 
returned to his practice following a seven weeks 
postgraduate course at Cook County Postgraduate 
School of Medicine in Chicago. 

Zw 

Drs. Hiram B. Curry of Jasper, William P. 
Blackmon of Mayo, Edward G. Haskell Jr. of 
Branford, and Irby H. Black, John N. Sims Sr., 
J. Dillard Workman and Joshua M. Price of Live 
Oak took part in a forum on the heart at a meet- 
ing of the Woman’s Club of Live Oak on March 
S. 

a 

Dr. Philipp R. Rezek of Miami spoke on 
“Suicide and Insanity” at the sixth annual meet- 
ing of the American Academy of Forensic Sciences 
held in Chicago in February. 

Zw 

Dr. Jere W. Annis of Lakeland spoke at the 
annual Award Meeting of the Palm Beach County 
Heart Association on February 25. 

a 

Dr. Edward W. Cullipher of Miami delivered 
the graduation address at the third annual grad- 
uation exercises of the Practical Nurse Training 
Program, Lindsey Hopkins Vocational School. 


Dr. Thad Moseley of Jacksonville presented 
a paper on “The Surgical Treatment of Gas- 
trojejunocolic Fistula,” at the Twenty-Second 
Annual Assembly of the Southeastern Surgical 
Congress in Birmingham, Ala., in March. 

4 

Dr. William C. Blake of Tampa was speaker 
at an open forum on heart diseases held at the 
auditorium of Pasco High School in Lakeland in 
February. 


Dr. Addison L. Messer of St. Petersburg spoke 
on “The Newer Drugs in Cardiology” before the 
Private Duty Section of the Pinellas County 
Nurses, District 13, on February 24. 


pa 


Dr. Wade C. Myers Jr. of Tampa spoke on 
“A Review of Presacral Tumors and a Report of a 
Case of Presacral Dermoid” at the March meeting 
of the Southeastern Surgical Congress in Birming- 
ham, Ala. 

4 


Dr, James A. Poyner of Panama City entered 
military service with the U. S. Air Force on April 
19, 1953. He holds the rank of captain. 


aw 


Dr. F. Gordon King of Jacksonville was guest 
speaker at the regular monthly meeting of the 
Junior Woman’s Club of Jacksonville in March. 
His subject was ‘Socialized Medicine.” 

aw 

Dr. Edward R. Annis of Miami was chairman 
of the steering committee to plan the Archbishop’s 
Annual Charity Dinner for Mercy Hospital on 
April 19. 

Zw 


Dr. Lucien Y. Dyrenforth of Jacksonville 
spoke on “Cancer and Allied Diseases” at the 
March meeting of the Medical Assistants Asso- 
ciation of Jacksonville. 

Sw 


Dr. Louis M. Orr of Orlando spoke on “Radio 
Active Isotopes in the Treatment of Cancer of 
the Prostate” at the Twenty-Second Annual As- 
sembly of the Southeastern Surgical Congress in 
Birmingham, March 8-11. 


p24 


Dr. Carl C. Mendoza of Jacksonville gave a 
report on progress in cancer detection and cure 
at a Zonta Club meeting in February. 


p24 


Dr. Walter R. Newbern of West Palm Beach 
was a guest speaker at the social meeting of Palm 
Beach Unit 12, American Legion Auxiliary, 
March 8, at the Legion Home. A film on “Self- 
Examination for Breast Cancer’ was shown. 
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The following Jacksonville doctors gave talks 
on cancer during February and March: Dr. 
Frederick H. Bowen before the Murray Hill Bap- 
tist Woman’s Missionary Society and the Wom- 
an’s Auxiliary of the Church of the Good Shep- 
herd; Dr. J. Brooks Brown before the Exchange 
Club monthly luncheon meeting; Dr. Edward 
Canipelli at the Norwood P.-T.A, meeting; Dr. 
John J. Fisher before a meeting of the Andrew 
Jackson High School Dads’ Club; Dr. Matthew 
E. Morrow Jr. at a meeting of the St. John’s 
D.A.R.; Dr. C. Burling Roesch before the West 
Riverside School Dads’ Club; Dr. Sidney Still- 
man before the Lola M. Culver School Dads’ 
Club; and Dr. Jonathan H. Wood at a meeting of 
the Kiwanis Club. 

Sw 

Dr. Samuel A. King of Avon Park has re- 
turned to his practice after attending a graduate 
study course on heart diseases at the Tulane 
University of Louisiana School of Medicine. 

4 

Dr. Edgar Watson of Lakeland spoke at a 
meeting of the Florida State Nurses’ Association 
in March. His subject was the tumor clinic. 

Zw 

Dr. Wilbur C. Sumner of Jacksonville spoke 
on lung cancer at a meeting of the Jacksonville 
Junior Chamber of Commerce on Margh 2. 

a 

Dr. William D. Cawthon of DeFuniak Springs 
has been appointed a delegate to repre%ent Flor- 
ida at the national meetings of the American 
Heart Association. 

a 

Dr. Edward Jelks of Jacksonville spoke before 
a Jacksonville Junior College Assembly on March 
24. His subject was “Choosing Medicine as a 
Career.” 

aw 

Dr. C. Ashley Bird of Jacksonville spoke at 
the regular monthly meeting of the St. Johns 
County Medical Society in March. 

a 

Dr. H. Phillip Hampton of Tampa was fea- 
tured speaker on a program of weight control and 
nutrition presented on March 2 in the home dem- 
onstration auditorium of the County Court House 
in Tampa. Dr. Frank V. Chappell of Tampa 
made the introductory talk before Dr. Hampton 
spoke on “The Importance of Weight Control.” 
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Dr. Thomas S. Field of Jacksonville was guest 
of honor at the Phi Delta Theta Founders’ Day 
Dinner in Jacksonville in March. 

sw 

At a meeting of the Jacksonville Dermatolo- 
gists in February, Dr. J. R. Driver of Cleveland 
spoke on “Treatment of Cutaneous Malignan- 
cies.” Drs. Jack H. Bowen, William C. Croom 
Jr., Joseph A. J. Farrington, Lauren M. Som- 
payrac and J. Frank Wilson, all of Jacksonville, 
attended. 

aw 

The following doctors in the Miami area have 
recently spoken at various meetings: Dr. Raymond 
Breitbart of Miami Beach at the Civic League; 
Dr. John R. Ramey of Miami at the Miami 
Shores Optimist Club; Dr. James G. Robinson 
of Miami at the Hialeah Club for Self Improve- 
ment; Dr. Harold S. Kaufman of Miami Beach 
before the B’nai B’rith Youth Organization and 
the Housekeepers Club of Coconut Grove; Dr. 
Edward R. Annis of Miami before the South 
Miami Rotary Club and the Lions Club of Mi- 
ami Springs; Dr. Walter W. Sackett Jr. of Mi- 
ami at a meeting of the Italian American Wom- 
an’s Club; Dr. R. Spencer Howell of Miami 
before the George A. Brendla Auxiliary; Dr. C. 
Howard McDevitt Jr. of Coral Gables before the 
Wac-Vets Post 98; Dr. Bruce M. Hogg of Miami 
before the Woman’s Auxiliary, Miami Power 
Squadron, Florida Power and Light Company; 
Dr. Truxton L. Jackson of Miami before the 
Coral Gables Lions Club; Dr. Richard C. Clay 
before meetings of the Coconut Grove Exchange 
Club and the Miami Springs Woman’s Club; Dr. 
George F. Schmitt Jr. of Miami at the U. S. Na- 
val Hospital, Key West; Dr. Raymond L. Evans 
of Miami before the Coral Gables American Le- 
gion Auxiliary; Dr, Vincent P. Corso of Miami 
at the Benjamin Franklin Elementary School; 
Dr. Ralph W. Jack of Miami at the Cancer In- 
stitute at Miami; and Dr. Robert M. Lee of Mi- 
ami at Miami Jackson High School. 

4 

Dr. James N. Patterson of Tampa is taking a 
six weeks course in hematology at the University 
of Pennsylvania Postgraduate School of Medicine 
in Philadelphia. 

Zw 

Dr. Ashbel C. Williams of Jacksonville at- 
tended a meeting of the Ewing Society in New 
York City in March. 
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Dr. Lawrence E. Geeslin of Jacksonville has 
been elected vice president of the Jacksonville 
Community Chest-United Fund for the coming 
year. 

- 2 

Dr. Clarence M. Sharp of Jacksonville spoke 
on “Tuberculosis Control” at the Florida Health 
Officers Conference held in Jacksonville in Feb- 
ruary. 


Drs. Turner Z. Cason of Jacksonville and 
William C. Blake of Tampa attended the meeting 
of the American College of Physicians in Chicago 
in April. Dr. Blake is the governor for Florida. 

2 

Drs. Hugh E. Parsons, R. Renfro Duke and 
Sherman B. Forbes of Tampa, Dr. William Y. 
Sayad of West Palm Beach, Dr. W. Jerome 
Knauer Sr. of Jacksonville, Dr. Henry J. Wiser of 
Winter Park, and Dr. William J. Knauer Jr. of 
Washington, D. C., all attended the Thirteenth 
Clinical Meeting of the Wilmer Residents Associa- 
tion, The Wilmer Ophthalmological Institute, The 
Johns Hopkins Hospital and University, Balti- 
more, Md., April 1-3. 


Dr. Nathaniel M. Levin of Miami has re- 
turned to his practice after completing a course 
in advanced ear surgery in New York City. 

2 

Dr. Nelson Zivitz of Miami Beach, assisted 
by Drs. Harold Rand and James H. Putman of 
Miami, was chairman of the arrangements com- 
mittee for the meeting of the American College 
of Allergists held at the Roney Plaza Hotel, Mi- 
ami Beach, April 5-10. 

-—2 

Drs. George W. Morse and Egbert V. Ander- 
son of Pensacola have returned to their practices 
after attending a special postgraduate course in 
pediatrics at the Tulane University School of 
Medicine in New Orleans. 

- 2 

Dr. Francis P. Cassidy of Pensacola attended 
a special postgraduate seminar on diseases of the 
chest at the Tulane University School of Medi- 
cine in New Orleans in February. 
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The Medical Library Association will hold its 
Fifty-Third Annual Meeting June 15-18, 1954, 
in Washington, D.C. The headquarters will be 
the Hotel Statler, and the official host the Armed 
Forces Medical Library. 

The program will include a discussion on med- 
ical research by embassy attaches, tours of the 
National Institutes of Health, the National Naval 
Medical Center, and the Armed Forces Medical 
Library. Delegates to the meeting will hear ad- 
dresses by Dr. Detlev Bronk, President of the 
Rockefeller Institute of Medical Research, Lt. 
Col. Frank B. Rogers, Director of the Armed 
Forces Medical Library, Mr. Verner Clapp, the 
Acting Librarian of Congress, and Dr. Raymond 
Zwemer, Chief of the Library of Congress’ Science 
Division. 

-—2 


Dr. Paul W. Morgan of Winter Haven entered 
military service with the U. S. Naval Reserve on 
Nov. 10, 1953, with the rank of lieutenant. 


Pa 


Drs. Richard A. Worsham and Paul F. Hutch- 
ins of Jacksonville have returned to their practices 
after attending a postgraduate course in hand 
surgery at the Tulane University Graduate School 
in New Orleans in March. 


Pa 


Drs. William C. Croom Jr., John J. Fisher, 
A. Judson Graves, Samuel S$. Lombardo, Nelson 
A. Murray and Lorenzo L. Parks of Jacksonville 
took part in a panel discussion on cancer before 
a Cancer Nursing Institute held in Jacksonville 
in February. 
pa 
Dr. Thomas M. Irwin of Jacksonville attend- 
ed a meeting of the Georgia Eye, Ear, Nose and 
Throat Society in Savannah in March. 
ea 


The Thirty-Second Annual Scientific and Clin- 
ical Session of the American Congress of Physical 
Medicine and Rehabilitation will be held Sept. 
6-11, 1954, at the Hotel Statler, Washington, 
a < 








Proceedings of Eightieth Annual Meeting Scheduled for Publication in 


the June Issue 
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| | WANTED — FOR SALE | 








Advertising rates for this column are $5.00 per inser- | 
tion for ads of 25 words or less. Add 20c for each addi- 


| tional word. 
| | 





SURGEON: Age 39, F.A.C.S. and Board Eligible, seek- 
ing association with older surgeon, or community in need | 
of a well trained general surgeon. Has Florida license. | 

| Write 69-106, P. O. Box 1018, Jacksonville, Fla. 





| 
| 


GENERAL SURGEON: 38; Board certified; training | 
| just completed; category IV; family; Florida license; | 
| University training; desires association or partnership | 
| leading to a permanent position. Write 69-112, P.O. Box | 
| 1018, Jacksonville, Fla. | 
| 





SITUATION WANTED: Young, married, veteran, 
| graduate Medical College of Georgia. Florida license. | 
Internship Ohio State University Hospital. Desires asso- | 
| ciation with group or individual, general practice, Flor- 
|ida. Write 69-117, P. O. Box 1018, Jacksonville, Fla. 





FOR SALE: Proctologist 25 years in Florida. Retir- 
|ing account of health. Excellent location Doctors’ Bldg. | 
| Parking. Needed in community. Only one other. Million | 
| population in 100 mile radius Tampa. Write 69-119, P. O. | 
| Box 1018, Jacksonville, Fla. 





FOR SALE: General Electric direct-writing cardio- 
gram. Good condition. Price $350. Write 69-120, P. O. 
| Box 1018, Jacksonville, Fla. | 








Desires association with general 


GYNECOLOGIST: 


vaginal work. No obstetrics. Miami area. Write 69-121, | 


P. O. Box 1018, Jacksonville, Fla. 


GENERAL PRACTICE: Clinic in southeast Florida 
|losing one physician — needs replacement. Either sal- 
aried, commissioned or private rental basis. Excellent 
| opportunities, good hospital facilities. Write 69-122, P. O. 
| Box 1018, Jacksonville, Fla. 








SITUATION WANTED: Desire General Practice posi- | 
tion or association, preferably Central Florida; 28 years 
old, married, Tulane graduate, rotating internship plus 
time in Army, Florida license, available June. Write 69- | 
123, P.O. Box 1018, Jacksonville, Fla. 








Index to Volume XL 
to be Published 


in June Issue 
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Brevard 
The Brevard County Medical Society in con- 
junction with the American Cancer Society urged 
every woman in the area to attend the film, ‘Self 
Examination of the Breast,” which was shown 
there in April. 


Dade 
“Blood Coagulation Factors in Hemorrhagic 
Disease” was the title of the scientific paper pre- 
sented by Dr. John Miale at the April meeting of 
the Dade County Medical Association. 


Duval 
At the regular monthly meeting of the Duval 
County Medical Society on April 6, Dr. Bernard 
J. McCloskey of Jacksonville spoke on “Etiology, 
Diagnosis and Treatment of Common Allergic 
Disorders.” 


Hillsborough 
At the regular meeting of the Hillsborough 
County Medical Association on April 5, Dr. E. L. 
Carter was guest speaker. His subject was “Treat- 
ment with Ultra Sound Waves.” 


Indian River 

Dr. Stan Meurling, prominent Swedish sur- 
geon, was guest speaker at the regular monthly 
meeting of the Indian River County Medical So- 
ciety in March. Dr. Meurling, who is associate 
professor of surgery at the University of Upsale 
in Sweden and chief of surgery at the university 
hospital, spoke on “The Practice of Medicine in 
Sweden.” 


Jackson-Calhoun 
A film on Amebiasis was shown at the March 
meeting of the Jackson-Calhoun County Medical 
Society in Marianna. 


Manatee 
Dr. Roscoe Roy Spencer, retired Medical Di- 
rector of National Cancer Institute, U. S. Public 
Health Service, was the speaker at a joint dinner 
meeting of the Manatee and Sarasota County 
Medical Societies in March. He spoke on “The 
Meaning of New Growth as Related to Cancer.” 


Marion 
At the regular March meeting of the Marion 
County Medical Society, it was voted to endow a 
room in the new addition of the Munroe Me- 


morial Hospital in Ocala. 
(Continued on page 840) 
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Normal Colon 


Ulcerative Colitis 





Atonic Colon 





Smoothage and Bulk in Correcting Constipation 


To initiate the normal defecation reflex, 
the “‘smoothage”’ and bulk of Metamucil® provide 
the needed gentle rectal distention. 


Oke the habit of constipation has been estab- 
lished, due to any of a large number of causes, it 
becomes a major problem. Self-medication with 
irritant or chemical laxatives, or repeated enemas, 
usually causes a decreased, sluggish defecation 
reflex and may result in its complete loss. 

Rectal distention is a vital factor in initiating 
the normal defecation reflex, and sufficient bulk 
is thus of obvious. importance in restoring this 
reflex. Metamucil provides this bulk in the form 
of a smooth, nonirritating, soft, hydrophilic col- 
loid which gently distends the rectum and initiates 
the desire to evacuate. Metamucil demands ex- 
tra fluid, imparting even greater smoothage to 
the intestinal contents. 

It is indicated in chronic constipation of 
various types—including distal colon stasis of the 


“irritable colon” syndrome, the atonic colon fol- 
lowing abdominal operations, repressions of def- 
ecation after anorectal surgery and in special con- 
ditions such as the management of a permanent 
ileostomy. Metamucil is the highly refined mucil- 
loid of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50%) as a 
dispersing agent. 

The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of cool 
water, milk or fruit juice, followed by an addi- 
tional glass of fluid if indicated. 

Metamucil is supplied in containers of 4, 8 and 
16 ounces, It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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(Continued from page 838) 
Palm Beach 


Members of the Palm Beach County Medical 
Society have passed a resolution requesting city 
managers of Palm Beach, West Palm Beach and 
Lake Worth to have notices placed along the lake 
shores advising of the lake’s heavy pollution as a 
protection for those who, unknowingly, might 
swim or wade in its waters. 
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Pinellas 


At the regular April meeting of the Pinellas 
County Medical Society, Attorney Morris White 
of Tampa spoke on “Medical Jurisprudence.” 


St. Johns 


At the regular monthly meeting of the St. 
Johns County Medical Society on March 16, Dr. 
C. Ashley Bird of Jacksonville spoke on ‘“Diag- 
nosis and Treatment of Head Injuries.” 


Sarasota 


At a joint meeting of the Sarasota and Man- 
atee County Medical Societies on March 9, Dr. 
Roscoe Roy Spencer, retired Medical Director of 
National Cancer Institute, U. S. Public Health 
Service, was the speaker. His subject was ‘The 
Meaning of New Growth as Related to Cancer.” 
The meeting was held at the Sarasota Bay Coun- 
try Club. 





JAS. N. BRAWNER. M.D. 


Medical Director 


P. O. Box 218 





BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


For the Treatment of 


Psychiatric IHInesses and Problems of Addiction 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 


Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, JR., M.D. 
Assistant Director and 


Superintendent 


ALBERT F. BRAWNER, M.D. 


Resident Superintendent 


Phone 5-4486 
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OBITUARIES 


Gerald Joseph Walsh 


Dr. Gerald Joseph Walsh of Miami died on 
Feb. 7, 1954 at his home in Miami Shores. He 
was 47 years of age. 

A native of Montreal, Canada, where he was 
born in 1906, Dr. Walsh attended Loyola Uni- 
versity in that city. Later he received a degree 
in chemical engineering from Georgia Institute of 
Technology. In 1937 he was awarded the degree 
of Doctor of Medicine by McGill University 
Faculty of Medicine in Montreal. 

In 1939, Dr. Walsh engaged in the practice of 
medicine in Miami, where he was a founder of the 
Walsh, Fischer and Ryon Medical Center. Dur- 
ing World War II he served in the Medical Corps 
of the Army with the rank of captain. He was a 


member of the American Legion and the Nu 
Sigma Nu medical fraternity. 

Dr. Walsh was a member of the Dade County 
Medical Association. He became a member of 
the Florida Medical Association in 1938 and for 
the last five years had held honorary status. He 
also held membership in the American Medical 
Association and the Canadian Medical Associa- 
tion. 

Surviving are the widow, Mrs. 
Walsh, and one daughter, Anne, both of Miami; 
his father, Justice Joseph Walsh of the Court of 
Appeals for the Quebec Province, Montreal; and 
a sister, Mrs. Armoury Boisard, alsé of Mon- 


Marjorie 


treal. 

















Ginderson Surgical Supply Co. 


Established 1916 





MEMBER 


BUY WHERE BUYING IS A PLEASURE 
AND YOUR BUSINESS IS APPRECIATED. 





NOTE: NEW ADDRESS — JACKSONVILLE STORE 
1050 W. ADAMS STREET 
P.O. BOX 2580 


Telephone 2-8504 
MORGAN AT PLATT Telephone 5-4362 
P. O. Box 1228 21 3rd STREET N. 
TAMPA 1, FLORIDA ST. PETERSBURG, FLORIDA 


Telephone 5-8391 
1050 W. ADAMS STREET 


P. O. BOX 2580 
JACKSONVILLE 4, FLORIDA 
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Thomas Clair Maguire 


Dr. Thomas Clair Maguire of Plant City died 
in his sleep at his home on Jan. 29, 1954. He was 
72 years of age. 

Born in Walnut Grove, Ga., on May 13, 1881, 
Dr. Maguire came with his parents to Florida in 
1885. In 1890, the Maguire family moved from 
their home in Winter Garden to Ocoee, where 
Dr. Maguire attended public schools. He entered 
Florida Agricultural College at Lake City in 1900 
and became the first president of the Kappa 
Alphi fraternity chapter. He was valedictorian 
of the class of 1905, and immediately thereafter 
the Lake City college was moved to Gainesville 
to become the University of Florida. He then 
entered the University of Louisville School of 
Medicine, where he was awarded the degree of 
Doctor of Medicine in 1908. 

Shortly after graduation Dr. Maguire located 
in Plant City and continued to engage in the 
general practice of medicine and surgery there 
for 46 years. In 1914 he gave Plant City its first 
hospital, a private institution which he operated 
until four years before his death when failing 
health compelled him to close it. For several 
years he had practiced only on a limited scale, 


spending a few hours each morning in his office. 
On May 13, 1953, his seventy-second birthday, 
Dr. Maguire was honored appropriately at a 
large public party at the newly reactivated Plant 
City Golf and Country Club. He was a charter 
member of the original Golf Club, and until the 
last few years was an enthusiastic golfer. Hun- 
dreds paid tribute to him on that occasion, and 
it was estimated at that time that he had deliv- 
ered between 3,000 and 4,000 babies in East Hills- 
borough County. Locally, he was chairman of 
the board of directors of the recently completed 
South Florida Baptist Hospital, of which he had 
been an early supporter. 

Dr. Maguire was a member and past president 
of the Hillsborough County Medical Association. 
Since 1914 he had been a member of the Florida 
Medical Association, becoming a life member six 
years ago. He also held membership in the Amer- 
ican Medical Association. 

Surviving are the widow, Mrs. Connie Zelle 
Maguire; a stepson, W. D. Elliott, of Astor Park; 
a brother, Raymer Maguire, of Orlando; a sister, 
Miss Lillian Maguire, of Ocoee; and a grand- 
daughter, Mrs, Anne Elliott Horne, of Wyoming. 








WHY “‘SAFETY-SEAL” and “PARAGON” ILEOSTOMY, URETEROSTOMY, COLOSTOMY Sets ? 


BECAUSE — They assure highest standards of COMFORT, CLEANLINESS, SAFETY for your patients. 
— They are unnoticeable when worn under girdle or corset. 
— They provide 24-hour control; light-weight plastic pouch is inexpensive, disposable. 
— Their construction is adaptable to any enterostomy, prevents leakage, permits complete emptying, mili- 
tates against waste stagnation, protects against odor. 
Order from your surgical supply dealer. Write for Medical Journal Reprints and literature from 
THOMAS FAZIO LABORATORIES (Surgical Appliance Division) 339 AUBURN STREET, AUBURNDALE 66, MASS. 


ORIGINATORS OF CLINIC DROPPER 








In MIAMI 
SANITARIUM 


Medical Hospital American Plan 
Hotel for Patients and their families. 
REST, CONVALESCENCE, ACUTE and 
CHRONIC MEDICAL CASES. Elderly 
People and Invalids. FREE Booklet! 


SUN-RAY PARK HEALTH RESORT 
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Acres Tropical Grounds, Delicious Meals, 
Res. Physician, Grad. Nurses, Dietitian. 


Mild Mental Cases, 
Drug and Alcoholics 
in Separate Building 
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John Flavel Wilson 


Dr. John Flavel Wilson of Lakeland died on 
Jan. 31, 1954 at Morrell Memorial Hospital after 


a long illness. He was 75 years of age. 


A native of Anderson, S. C., Dr. Wilson was 
born in 1878. He received the degree of Doctor 
of Medicine from the Medical College of the State 
of South Carolina in 1905. The following year 
he entered the practice of medicine in Lakeland 
and continued in practice there for 48 years. He 
was active in civic and fraternal affairs. At one 
time he was city health officer and also served 
on the city school board. He was a steward of 
the First Methodist Church. For 24 years he was 
the physician for Florida Southern College, and 
since locating in Lakeland in 1906 he had been 
the medical examiner and surgeon for the At- 
lantic Coast Line Railroad. For 52 years he had 
been a Mason and was a member of the Shrine 
Club, the Royal Arch Masons, the Knights of the 


Red Cross of Constantine, and the Sons of the 
American Revolution. 

Dr. Wilson was a charter member of the 
Polk County Medical Association. He had for 
42 years been a member of the Florida Medical 
Association, becoming a life member seven years 
ago, and also held membership in the American 
Medical and the Southern Medical 
Association. 

His widow, Mrs. Martha Cason Wilson, of 
Lakeland, and one daughter, Mrs. James Montie 
Rea, of Pittsburgh, Pa., survive him, Other sur- 
vivors include one sister, Miss C. Elizabeth Wil- 
son, and one brother, Edwards A. Wilson, both of 
Darlington, S. C.; two aunts, Mrs. Robert Lide, 
of Florence, S. C., and Miss Sue Wilson, of So- 
ciety Hill, S. C.: and three grandchildren, Mar- 
thann Rea, a student at Florida Southern College, 
and J. Montie Rea Jr., and Claribel Rea, both of 
Pittsburgh. 
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HIGHLAND HOSPITAL, 





























INC. 


FOUNDED IN 1904 


Asheville, North Carolina 


AFFILIATED WITH DUKE UNIVERSITY 








A non-profit psychiatric institution, offer- 
ing modern diagnostic and treatment pro- 
cedures — insulin, electroshock, psycho- 
therapy, occupational and _ recreational 
therapy —for nervous and mental dis- 
orders. 


The Hospital is located in a 175-acre 
park, amid the scenic beauties of the 
Smoky Mountain Range of Western North 
Carolina, affording exceptional opportuni- 
ty for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diag- 
nostic services and therapeutic treatment 
for selected cases desiring non-resident 
care. 











R. CHARMAN CARROLL, M.D., 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D., 
Diplomate in Neurology and Psychiatry 
Associate Medical Director 
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Roger Waldrick Gridley 


Dr. Roger Waldrick Gridley of Orlando died 
in a private plane accident near Wewahotee on 
Jan. 31, 1954. He was 40 years of age. 

Born in Springfield, Ohio, on June 30, 1913, 
Dr. Gridley received his medical training in his 
native state. He was graduated from the Ohio 
State University College of Medicine in Colum- 
bus in 1945. He then served a rotating intern- 
ship at Orange Memorial Hospital in Orlando be- 
fore being called to active duty in the Medical 
Corps of the Army. of the United States with the 
rank of first lieutenant in July 1946. In Septem- 
ber of that year he was ordered to the U. S. Vet- 
erans Hospital at McKinney, Texas, for a resi- 
dency in anesthesiology. This residency, which 
included a seven months’ course in general sur- 
gery at Southwestern Medical College in Dallas, 
was completed in June 1948. That same month 
he was discharged from the Army with the rank 


of captain. He then served a fellowship in 
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anesthesiology with Doctors Kreisleman, Bruner 
and Stubbs in Washington, D. C. He received 
his license to practice medicine in Ohio in July 
1945 and in Florida in August 1946. 

Since January 1949 Dr. Gridley had engaged 
in the private practice of anesthesiology in Or- 
lando. Physicians, parents and children alike will 
remember that it was his special interest to elimi- 
nate the frightening aspects of anesthesia and 
surgical procedures for children, and to make the 
child’s hospital experience a pleasant one. His 
interests outside of medicine were varied and in- 
cluded flying, fishing, music, painting and short 
story writing. Locally, he was a member of the 
Presbyterian Church and the Orlando Executive 
Club. His fraternity was Alpha Kappa Kappa. 

Dr. Gridley was a member of the Orange 
County Medical Society and for five years had 
held membership in the Florida Medical Associa- 
tion. He was also a member of the American 
Medical Association and the American Association 
of Anesthesiologists. 

On Sept. 19, 1943, Dr. Gridley was married 
to Virginia Beuttel, who survives him. Other sur- 
vivors include two daughters, Carla Moss and 
Melissa Jane Gridley; one son, Roger Waldrick 
Gridley Jr., of South Fort Mitchell, Ky.; two 
brothers, Robert Q. Gridley, of Springfield, Ohio, 
and Chester G. Gridley, of Orlando; and four 
sisters, Mrs. Margaret Neer, of Urbana, Ohio, and 
Mrs. Martha Dailey, Mrs. Grace O’Connor and 
Mrs. Anna Fitzgiven, all of Springfield, Ohio. 
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North Miami Avenue at 79th Street 
Miami, Florida 





and NEUROLOGY INSTITUTE 


For Diagnosis and Treatment of Nervous and Mental 
Disorders, Alcoholism and Drug Habituation 
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BOOKS RECEIVED 
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School Health Services. A Report of the Joint 
Committee on Heaith Probiems in Education of the Na- 
tional tducation Association and the American Medical 
Association with the cooperation of contributors and con- 
sultants. By Charies C. Wilson, M.D., Editor. Pp. 486. 
Price, $5.60. National Education Association and Ameri- 
can Medical Association, 1953. 

This modern comprehensive guide for health proce- 
dures in smail or large school systems has been prepared 
with the expectation that its functional organization and 
its presentation of specific recommendations and _ prac- 
tical illustrations will make it useful to all concerned with 
school health activities. The book is designed as a refer- 
ence for teachers and school administrators, for health 
edicators, physical educators, and teachers of the handi- 
capped, for physicians, dentists, nurses and dental hygien- 
ists, for public health administrators, and for psychologists 
and social workers. It is an appropriate text for institu- 
tions preparing physicians, public health workers, 
teachers. It serves as a companion volume to Health 
Education, a publication which is now used extensively 
throughout the schools and cotleges of the country. 

School Health Services describes the health respon- 
sibilities of schools and stresses the need for coordination 
of school efforts with those of parents, departments of 
health, private practitioners of medicine and dentistry, 
and community health agencies. Particular attention 
given to the role of the teacher in school health services 
and to the desirability of utilizing service activities for 
health education purposes. The relationships between 
health services and health education are discussed in rela- 
tion to numerous aspects of school health services. 


or 


is 
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sulin, psychotherapy, occupational and 





recreational therapy—for nervous and 









addiction. 





P. O. Box 1514 





Sent on 


ESTABLISHED 1911 


ot private psychiatric hospital cm- 
ploying modern diagnostic and treat- 


ment procedures—electro shock, in- 


mental disorders and problems of 


RICHMOND, VIRGINIA 


Brochure of Views of our 125-Acre Estate 


The editor is Charles C. Wilson, M.D., Professor of 
Education and Public Health, Yale University. The book 
may be ordered from the American Medical Association, 
535 North Dearborn Street, Chicago 10, or the National 
Education Association of the United States, 1201 Sixteenth 
Street, N.W., Washington 6, D. C. 


You and Your Health. By Edwin P. Jordan, M.D. 
Pp. 266. Price, $3.95. New York, G. P. Putnam’s Sons, 
1954. 


Since most people want to know more about their 
own and their families’ ailments than their doctors have 
time to tell them, this book is designed to bridge this 
gap by giving as much information as possible about the 
nature of the various diseases so that the patient can 
carry out his doctor’s orders more intelligently. It 
based upon the axiom that the best patient is a well in 
formed patient, a patient who realizes the nature of his 
illness, the probable course it will take, and how soon he 
should recover. 

In informal, nontechnical style, the book discusses 
almost every medical problem from care of the skin to 
cancer. The reader finds in its pages just what his doctor 
wants him to know about the nature of the various dis 
eases and ailments to which the human body is subject. 
Each chapter is followed by a series of questions and 
answers. The questions, carefully selected by Dr. Jordan, 
represent those he is most frequently asked by readers 
of his newspaper column. The book, however, is not a 
substitute for medical care. It is by no means a “self 


1s 


treatment” book. 
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Children for the Childless. Edited by Morris 
Fishbein, M.D. Pp. 223. Price, $2.95. Garden City, N. 
Y., Doubleday & Company, Inc., 1954. 


Released in March 1954, this book is a concise expla- 
nation of the medical, scientific, and legal facts of fer- 
tility, sterility, heredity, and adoption. Used in conjunc- 
tion with visits to the family physician, it is a handbook 
for the single and the married and a source of hope for 
the childless. 


Under the editorship of Dr. Morris Fishbein, experts 
have contributed the sum total of their precise knowledge 
to give a popular and graphic yet authoritative up-to- 
date manual for easy reading and reference. It answers 
such questions as: What effect do the physical, psycho- 
logic, social, and economic factors have on fertility and 
sterility? What are the methods and technics used to 
explore these matters? What is the chance for children 
for those couples who, desiring children, remain childless? 


The eight chapters include: “On Being a Parent To- 
day” by Sidonie Matsner Gruenberg; “Physical Aspects 
of Fertility and Sterility” by Morris Fishbein, M.D.; 
“Psychosomatic Aspects of Fertility and Sterility” by Ed- 
ward Weiss, M.D.; “Human Sterility” by I. C. Rubin, 
M.D.; “Human Fertility’ by Nicholson J. Eastman, 
M.D.; “Artificial Insemination” by J. P. Greenhil, M.D.; 
“Adoption” by Fred B. Kyger, M.D., and Richard L. 
Jenkins, M.D.; and “What Will Our Child Be Like?” 
by Benjamin C. Gruenberg, Ph.D. 
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NOTICE 


Old officers and committee chairmen ap- 
pear in this May Journal since it went to 
press before the election of officers at the 
annual meeting, April 26. New officers and 
committee chairmen will appear in your 
June Journal. 


Portrait of a Doctor’s Wife 


It is interesting in parallel to notice that the 
medical auxiliary is the sum total of all the quali- 
ties desirable in a doctor’s wife — that the suc- 
cess of one is dependent upon the other in a 
reverse sort of way. The organization corresponds 
to human personality in such a way that unless 
the function assumed by each person is effectively 
performed, the organizational body falters and 
becomes inadequate in spirit. 

Each person who assumes a chairmanship be- 
comes a facet of organizational personality de- 
velopment. As the individual body requires ef- 
ficient cooperation of its members to function, 
so an organizational body depends upon the will 
and creative impulse of its chairman and mem- 
bers to maintain its stability and ability to func- 
tion. 
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In a medical auxiliary, for instance, the chair- 
manships could be incorporated into one’s daily 
living like facets of a well integrated person: 


Organization Public Relations 


Program Bulletin, Medaux, Today’s Health 


Study Group Mental Health 


Legislation Nurse Recruitment, Civil Defense 


Hospitality, Finance, Parliamentarian 


The executive group is comparable to a per- 
son’s thought direction, and when the topics of 
interest in a person’s life embrace the above sub- 
jects you have a contributor to medical interests. 
For when a doctor’s wife sets out to have OR- 
GANIZATION in her personal life, she plans it, 
which is also a PROGRAM for living. An interest 
in STUDY GROUPS keeps her alert to LEGIS- 
LATION, TODAY’S HEALTH, the BULLETIN 
and MAGAZINE of her auxiliary affairs, which 
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in turn makes it possible to practice good PUB- 
LIC RELATIONS which embraces 
NURSE RECRUITMENT, CIVIL DEFENSE 


and other civic and philanthropic endeavors. 


usually 


The MENTAL HEALTH of such a person- 
ality dedicated to service to others is sound and 
results in a spirit of HOSPITALITY which is 
FINANCED by a sense of proportion, and the 
order of her behavior rarely needs a PARLIA- 
MENTARIAN. 


By using the chairmanships one can see that 
we draw a portrait of a lady who is qualified to 
be a doctor’s wife. An organization made up of 


such persons cannot help being a source of good. 


Use these qualities to best advantage when 


you cast your THINKING vote for governor! 


Mrs. C. Robert DeArmas 


for Quick Action! 


in the Respiratory and Circulatory Emergencies 
of Intravenous Barbiturate Anesthesia. 








Metrazol, brand of pentamethylentet 








inject 


(Metrazol 


iatravenously, intramuscularly, subcutaneously 
In respiratory and other emergencies resulting 
from medullary depression during anesthesia. 


Ampules | and 3 cc., tablets, solution, powder. 


|, Trade Mark Reg. U.S. Pat. Off., E. Bilhuber, Inc., Mfr. 











. Bilhuber-Knoll Corp. Orange, N.J: 
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The Low Calorie Dist gous to 


lamb chops aren’t on the menu 1 


to his diet. 


Here's what he should learn— 


except in calories. An alternative must be 
nutritionally as well as calorically. 


and radishes make satisfying between-m 


without adding too many calories. 


few or no calories. 


Here's what he should do— 


meal snacks included! 
At cocktail parties, reach for a radish ro 


the drink that lasts a long time. 


self-pity is death to a diet. 


losing weight. He learns the good diet 
lead to a well-balanced maintenance 
And the pounds he takes off, stay off. 


Beer—America's Beverage of Moderation 
104 Calories/8 oz. glass* 
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work, 


For your patient who works and eats 
out, a diet that calls for lamb chops when 


$ an invi- 


tation to “slip off.” But a diet outline that 
allows for substitution leaves no excuse. 
And learning to fill in the details of the 
outline gives your patient incentive to stick 


That a chocolate bar doesn’t equal a hamburger— 


equivalent 


That fresh fruits and vegetables such as celery 


eal nibbles 


That spices and herbs, lemon and vinegar, dili 
pickles and india relish add zest and variety with 


Keep a daily record of his calorie count—between- 


se or Carrot 


stick instead of a high-calorie canapé. And choose 


Keep his diet out of the conversation. Sympathy 
from friends begets sympathy for himself. And 


The patient who works out the details of his 
diet within your outline earns a bonus beyond 


habits that 
diet later. 


If you'd like reprints for your patients, please write United States Brewers Foundation, 535 Fifth Avenue, New York 16, N. Y. 


*Average of American beers 
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SCHEDULE OF MEETINGS 









































































































ORGANIZATION PRESIDENT SECRETARY ANNUAL MEETING 
jorida \ledical Association ............ Frederick K. Herpel, W. Palm Bch. | Samuel M. Day, Jacksonville 
lorida Medical Districts...................... John D. Milton, Miami..................... Council Chairman 
NI oo ecsctests esses ssens Francis M. Watson, Marianna.......... | George S. Palmer, Tallahassee. ... | Marianna, 1954 
OCU a vccesarsstnessrcsasvonsstesstsosyrs William C. Thomas Jr., Gainesville. | Thomas C. Kenaston, Cocoa................. | Sanford, 1954 
“78” RES eUEecoe aee ne m Emmett E. Martin, Haines City...... Clyde O. Anderson, St. Petersburg . .... | Sarasota, 1954 
Dh III sos cvsevcncareocsncxess .... | Erasmus B. Hardee, Vero Beach...... Russell B. Carson, Ft. Lauderdale Vero Beach, 1954 
lorida Specialty Societies ......... oo 
adem of General Practice............... Raymond R. Killinger, Jacksonville. | Leo M. Wachtel Jr., Jacksonville 
BE I cisco nck evscct svasevccsasentatiness James H. Putman, Miamii................ Solomon D. Klotz, Orlando 
esthesiologists, Soc. of...................-..- Adelbert F. Schrimer, Orlando........... Breckenridge W. Wing, Orlando 
apter, Am. Coll. Chest Phys........... Nathaniel M. Levin, Miami................ Hawley H. Seiler, Tampa........ 
erm. and Syph., Soc. of...................... Morris Waisman, Tampa................... Joseph A. J. Farrington, Jacksonville 
ealth Officers’ Society.................. .... | Lorenzo L. Parks, Jacksonville.......... Clarence L. Brumback, W. Palm Beach 
dustrial & Railway Surgeons eas Lloyd J. Netto, West Palm Beach John H. Mitchell, Jacksonville 
eurology & Psychiatry................... .... | William H. McCullagh, Jacksonville | Roger E. Phillips, Orlando 
).and Gynec. Society Ferdinand Richards, Jacksonville......| J. Champneys Taylor, Jacksonville 
phthal. & Otol., Soc. of Mozart A. Lischkoff, Pensacola........ Carl S. McLemore, Orlando 
SOCHIC OCR 52-0. .0cesncecensnsensesee Herschel G. Cole, Tampa. ae Newton C. McCollough, Orlando : 
thologists, Society of.................... .. | Alfred E. Cronkite, Fort Lauderdale | Clarence W. Ketchum, Tallahassee 
IN TO oo go cscsessopercevescrcosvoss . | C. Jennings Derrick, W. Palm Bch.... | Wesley S. Nock, Coral Gables 
DELOIOBIC SOCKLY...........2-----sneen-nnsnes. John J. Cheleden, Daytona Beach | George Williams Jr., Miami 
diological Society ...........-...e Nelson T. Pearson, Miami................ Hugh G. Reaves, Sarasota 
Oe, ee Frank M. Woods, Miami................ David W. Goddard, Daytona Beach 
prida— 
asic Science Exam. Board.............. Mr. Paul A. Vestal, Winter Park M. W. Emmel, D.V.M., Gainesville Gainesville, June 5, 54 
Blood Banks, Association................. James N. Patterson, Tampa......... Sherman B. Forbes, Tampa Jacksonville, May ’54 
Blue Cross of Florida, Inc............... Mr. C. Dewitt Miller, Orlando...........| Mr. H. A. Schroder, Jacksonville 
Blue Shield of Florida, Inc.............. Leigh F. Robinson, Ft. Lauderdale... | Webster Merritt, Jacksonville 
IONE IIIs sosncecsorscesnctaseosavescnr Ashbel C. Williams, Jacksonville Lorenzo L. Parks, Jacksonville 
‘linical Diabetes Assn.............. Fred Mathers, Orlando Edward R. Smith, Jacksonville Orlando, Oct. 21-22, 54 
ental Society, State...........-..0.2-0.--. L. M. Schulstad, D.DS., Bradenton B.S. Carroll, D.D.S., Jacksonville 
eart Association.................. H. Milton Rogers, St. Petersburg William P. Hixon, Pensacola 
ospital Association. ...................--. Mr. J. F. Wymer Jr., W. Palm B.. | Mrs. Mary Reeder, Miami 
fedical Examining Board.............. Amsie H. Lisenby, Panama City Homer L. Pearson Jr., Miami Jacksonville, June 27-29, ’54 
fedical Postgraduate Course........... | Turner Z. Cason, Jacksonville Chairman Jacksonville, July 12-16, ’54 
Nurse Anesthetists, Fla. Assn......... Miss Dorothy Jackson, C. Gables. | Mrs. Lulla F. Bryan, Miami 
Nurses Association, State................. Mrs. Bertha King, Tampa ..... |Mrs. Idalyn Lawthon, Tampa November 54 
Pharmaceutical Association, State Mr. A. W. Morrison, Miami Mr. R. Q. Richards, Ft. Myers Jacksonville, May 10-12 ’54 
Public Health Association................. | Frank M. Hall, Gainesville............. Mr. Fred B. Ragland, Jacksonville Miami Beach, Oct. ’54 
SUI III conse iscsysnsencecscoresovn cso Lawrence C. Manni, Tallahassee Simon D. Doff, Jacksonville 
uberculosis & Health Assn............. Judge Ernest E. Mason, Pensacola | Mrs. L. C. Conant, Fort Myers 
Woman’s Auxiliary........................ Mrs. Richard F. Stover, Miami 
erican Medical Association......... ... | Edward J. McCormick, Toledo, O.... | Geo. F. Lull, Chicago San Francisco, June 21-25, ’54 
.M.A. Clinical Session................ Edward J. McCormick, Toledo, O.... | Geo. F. Lull, Chicago Miami, Nov. 29-Dec. 2, °54 
thern Medical Association .............. | Alphonse McMahon, St. Louis.......... | Mr. C. P. Loranz, Birmingham St. Louis, Nov. 8-11, 54 
bam: Medical Assoeiation............... | D.O. Morgan, Gadsden...................... | Douglas L. Cannon, Montgomery 
prgia, Medical Assn. of.................... Wm. P. Harbin Jr., Rome............ David Henry Poer, Atlanta... ... Macon, May 2-5, ’54 
. Hospital Conference.................... Charles W. Holmes, Memphis, Tenn. Pat Groner, Pensacola 
theastern Allergy Assn..................... | W. L. Rucks, Memphis, Tenn, Kath. B. MacInnis, Columbia, S. C. 
theastern, Am. Urological Assn... Russell B. Carson, Fort Lauderdale | Sidney Smith, Raleigh, N. C..... 
theastern Surgical Congress ..... J. Duffy Hancock, Louisville, Ky. . | B. T. Beasley, Atlanta Atlanta, Mar. 7-10, 55 
f Cost Clinical Society Jas. N. L ockard, Pascagoula, Miss. F. C. Minkler, Pascagoula, Miss. Edgewater Park, Miss., Oct. 21-22, 
’ i4 hl 
MIAMI MEDICAL CENTER 
P. L. DODGE, M.D. 
Medical Director and President 
1861 N. W. South River Drive 
Phones 2-0243 — 9-1448 
A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Modern 
diagnostic and treatment procedures — Psycho- 
therapy, Insulin, Electroshock, Hydrotherapy, 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
, activities. Cruising and fishing trips on hospital 
Zz yacht. 
> 
¥ Information on request 
Member American Hospital Association 
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